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In the drift of present day thought and action 
among the laity there is evidence of increasing ap- 
preciation of what constitutes the best service sur- 
gery has to offer, for nowadays we find that people 
are coming to us demanding local anesthesia for their 
operations. Especially is this true of those who have 
previously taken a general anesthetic, and of those 
who have had a friend operated upon under local 
anesthesia. The reason for this demand is easily un- 
derstood, for everyone carries with him a subcon- 
scious dread of a surgical operation—a dread en- 
gendered by the belief held for thousands of years 
that it is a terrible ordeal. In truth, previous to the 


days of ether anesthesia a surgical operation was a 


terrible ordeal; but even now many patients put off 
their operation from dread of ether and the fear 
that they may never “come out” of it. And when 
there is a deeply-rooted conviction there is usually a 
pretty good basis for it. 

Statistics recently collected by Salzer and Stewart 


_ give the mortality rate from general anesthesia as 1 


in 600. Every practicing physician has seen patients 
die of ether shock, or ether toxemia terminating in 
post-anesthesia pneumonia, fibrillation of the heart 
and acute dilatation, thrombosis with embolism, 
acute dilatation of the stomach, paralytic ileus, acid- 
osis, etc.,—all instances of the evil effects of a gen- 
eral anesthetic, but not one the result of the sur- 
gery. But even in the case of the usually successful 
and safe administration of ether it is no pleasant 
sight for the relatives to behold their beloved one 
unconscious, tossing about and vomiting after opera- 
tion; and how they rejoice when the patient is able 
to give them the first sign of recognition! And there 
are yet to be endured the craving for water, the dis- 
tressing gas pains of the first twenty-four hours, and 
on the part of the medical attendant the anxiety dur- 


ing convalescence lest one of the above-mentioned 


delayed ether complications should ensue. 
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On the other hand, patients are learning that when 
operated upon under local anesthesia they are spared 
practically all these discomforts or disasters that at- 
tend the use of ether. Most people prefer to remain 
awake and conscious during an operation in which 
they will have no pain. Many operations under local 
anesthesia are no more of an ordeal than getting a 
haircut or a shave; often the patient scarcely need to 
go to bed after operation. After all, the appeal of 
local anesthesia to the public is intimately connected 
with their primal instinct of self-preservation. 


Now there is another—a very personal—reason 
why. patients fare better under local anesthesia, to 
wit: by it a patient is going to safeguard himself 
against crude, rough and clumsy work on the part 
of the operator; the corollary of which is that local 
anesthesia exerts a refining influence upon the opera- 
tor’s technic, so that he develops precision, neatness 
and skill and learns a wholesome respect for tissues, 
with the result that operative trauma is reduced to 
the minimum. And the operator using local anes- 
thesia dare not work against the clock, but must 
work slowly and carefully. But since with local anes- 
thesia there is by no means the risk that attends a 
prolonged ether anesthesia, time is not a factor, and 
therefore more careful attention can be devoted to 
details of technic. The consensus today among doc- 
tors—and often among the laity—is that when un- 
dergoing operation except in emergencies they want 
plenty of time devoted to the making of a thorough 
job. A good illustration is the hernia operation, 
which, in order to insure against recurrence, must 
be done painstakingly and with great deliberation. 
For a surgeon to use local anesthesia, therefore, is a 
question of his being willing to take the additional _ 
time and care, exert the additional mental effort, and 
undergo the greater strain. 

While ether is a treacherous anesthetic in those 
who apparently are physically fit subjects for it, it is 
extremely hazardous to administer it to those whose 
vital functions are impaired or wrecked by acute or 
chronic disease. Certain operations may be per- 
formed under local anesthesia with perfect safety 
upon patients who would have died under general 
anesthesia. In this category belong, first, those pa- 
tients of advanced age; second, those with handi- 
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capped cardiac, respiratory, hepatic or renal organs; 
third, those with altered metabolism, toxemia, acid- 
osis, “status lymphaticus.” Examples of operations 
under local anesthesia: Semken, in a case of high de- 
gree of acidosis through inanition from carcinoma 
of the pylorus, successfully performed partial gas- 
trectomy ; Whipple reports 2 cases of cardiac disease 
(fibrillators) in one of whom gastro-enterostomy 
was performed for ulcer of the pylorus, and in the 
other, choledochostomy for common duct disease: 
neither had post-operative fibrillation, so liable under 
"general anesthesia; Bevan, in a man of 78, weakened 
by starvation from carcinoma of the pylorus, suc- 
cessfully resected the stomach and performed gastro- 
enterostomy; Kanavel, in a patient greatly debili- 
tated from Hanot’s cirrhosis of the liver, with 
marked anemia, asthenia and loss of weight, success- 
fully performed splenectomy, and although the spleen 
was large and adherent, necessitating considerable 
tugging and pulling on the adjoining viscera, yet the 
patient did not complain in the slightest of pain, and 
at the end of the operation his pulse and general 
condition were practically the same as at the begin- 
ning; Bevan, in a case of obstructing carcinoma of 
the colon complicated by carcinoma of the larynx, 
successfully resected more than half of the large in- 
testine, and in man of 80, suffering from acute ap- 
pendicitis complicated by carcinoma of the sternum 
and a bad heart, successfully removed a gangrenous 
appendix; Dyas in 2 cases successfully removed 
ovarian cysts with twisted pedicle. one complicated 
by acute diffuse bronchitis, and the other by tuber- 
culous pleurisy with effusion; and Finsterer suc- 
cessfully performed resection of the stomach for 
ulcer in 28 patients between the ages of 60 and 76, 
most of whom before operation suffered from severe 
chronic bronchitis and emphysema. Wiener reports 
a series of various abdominal operations performed 
under local anesthesia. Bratrud states that in opera- 
tions upon diabetics the mortality rate has been re- 
duced from 6% under general to 3-+% under local. 

Volumes have been written upon the early diag- 
nosis of cancer of the stomach: the best way to con- 
firm or allay suspicions of this disease is to look for 
it in all cases under local anesthesia, which is com- 
pletely without danger. And in demonstrable can- 
cer of the stomach, to decide against operation be- 
cause of the large size of the tumor mass as deter- 
mined by physical examination, is sheer folly, for in 
- the absence of demonstrable liver metastases and 
ascites this important question can be settled by ex- 
ploration alone, preferably under local anesthesia, 
because it is free from danger. In this connection, 


many suspected cancers of the stomach when large 
prove to be inflammatory masses surrounding an 
ulcer. 

A not unimportant advantage of local anesthesia 
is its absolute safety. In a paper entitled “The 
Causes of Our Post-operative Deaths,” based upon 
a review of 1430 operations performed at Tonsberg’s 
Hospital, Norway, Paus and Lorange recommend, 
as the means of diminishing the number of post- 
operative deaths, the extended use of local anesthesia. 
Bartlett states that by using it with correct technic 
one may be pracically sure that he creates no immedi- 
ate danger to life. Of the drugs employed, novo- 
cain is thoroughly effective and the safest of local 
anesthetics available today. Not only is novocain 
the safest local anesthetic, but it is generally acknowl- 
edged to be the safest of all known anesthetics. If 
properly administered, novocain may be used almost 
ad libitum, for extended experience of many clin- 
icians shows that in the case of the ordinary adult 
200, 300, or even 500 cc. of a 0.5 per cent solution 
is safe: Allen reports the use of as much as 38.4 
grains without harmful results. 

In children local anesthesia is equally safe and 
especially satisfactory in appendicitis and hernia, 
while in cases of intussusception, pyloric stenosis and 
intestinal obstruction many lives are saved, when 
ether of itself would have been sufficient to bring 
about a fatal issue. It is every physician’s experi- 
ence with children that during the induction of ether 
much restraint is necessary: when using !ocal anes- 
thesia, however, the amount of restraint required is 


insignificant, even in young children. Finsterer suc- | 


cessfully performed appendicectomy in 3 children, 
respectively aged 9, 11, and 13 years, in whom ether 
was contraindicated by other diseases, as nephritis 
and tuberculosis. The writer has operated under 
local anesthesia upon a baby aged 3 months, a boy 
aged 5 years, another aged 6 years with inguinal 
hernia; a boy aged 7 years with acute appendicitis; 
a girl aged 10 years with chronic appendicitis ; and a 
boy aged 12 years with inguinal hernia. As a rule 
as soon as the “mental anesthetist” can get the child’s 
attention the operation proceeds without trouble. 
The success of local anesthesia in abdominal opera- 
tions depends largely upon proper team-work be- 
tween the operator and the patient. Nothing is sim- 
pler than to get through the abdominal wall with one 
of the forms of infiltration or nerve blocking. The 
sensitive tissues are the skin, the aponeurosis and the 
parietal peritoneum. The viscera themselves may 
be cut, squeezed, crushed and burned without caus- 
ing pain or distress, but traction upon any viscus is 
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intolerable, for traction puts under tension the nerves 
that accompany the bloodvessels in the retroperi- 
toneal tissues, and these nerves contain pain-conduct- 
ing fibers. Therefore, our chief concern when work- 
ing within the abdomen under local anesthesia must 
be to secure thorough and complete infiltration of 
those folds of the posterior parietal peritoneum with 
which the operative field is regionally concerned, 
whether it be the gastro-hepatic omentum (including 
the hepatoduodenal ligament and cellular tissue about 
the bile ducts), the gastro-colic omentum, the mesen- 
tery, the mesoappendix, the mesocolon (including 
cellular tissue about the pancreas), the mesosogmoid, 
or the broad ligament. 

Of the various methods by which local anesthesia 
is applied in abdominal work the best for the upper 
abdomen is splanchnicus anesthesia, which is rapidly 
gaining favor. Through the splanchnic nerves, the 
semilunar ganglia and the solar plexus, pain-con- 
ducting fibers are distributed to the gall-bladder and 
bile ducts, the stomach, spleen, pancreas, small in- 
testine and colon. Analgesia of these fields is ob- 
tained by depositing from 70 to 100 cc. of 0.5 per 
cent solution of novocain in the retroperitoneal tis- 
sue on both sides of the aorta near the first lumbar 
vertebra, where the splanchnic nerves, semilunar 
ganglia and solar plexus reside. There are two 
methods of accomplishing this: that of Braun, in 
which the approach is made anteriorly, the needle 
being introduced through the laparotomy incision 
and passed along the margin of the liver until it 
reaches the site mentioned; and that of Kappis, in 
which the injection is made posteriorly, through the 
back, the needle entering at the lower border of the 
12th rib 7 cm. lateral to the tip of the spinous process 
of the 1st lumbar vertebra and passing obliquely 
forward and inward along the side of that vertebra 
to the retroperitoneal tissues, which it reaches at a 
depth of from 10 to 12cm. The anesthesic effect is 
prompt and lasts from 1% to 2 hours. Of the pub- 
lished experiences with splanchnic anesthesia in 273 
cases Lahat obtained good results in 48 out of 50; 
Buhre, in 104 cases, states there is no danger to the 
patient and recommends the method as the one of 
choice in all operations in the upper abdomen, espec- 
ially those on the biliary tract; while Preiss and Rit- 
ter’s report deals with a series of 89 cases, with sat- 
isfactory results in 85: their youngest patient was 
II years and the oldest 70: no serious by-effects were 
noted, there were no signs of intoxication or collapse 
—at most, occasional nausea and pallor were ob- 
served during the operation and exceptionally a lit- 
tle vomiting: Finsterer, too, is enthusiastic over 


splanchnic anesthesia. Carulla, in 30 cases, has be- 
come firmly convinced of the advantages of 
splanchnic anesthesia; there were no mishaps of any 
kind, but he warns that the abdominal wall has to 
be infiltrated separately, since analgesia of the sym- 
pathetic does not extend to include the parietes. In 
Perrier’s opinion splanchnic analgesia is a decided 
step toward the abolishment of general inhalation 
anesthesia. 

At the Twenty-first French Congress of Urology, 
recently held in Strasbourg (1921), Chevassu and 
Rathery stated that the weak point in splanchnic anes- 
theria is found in its inconstancy, due probably to 
the fact that the technic has not been thoroughly 
established as yet; and Gayet said when the technic 
of splanchnic anesthesia has become more practical 
and more certain in its results, a great step forward 
will have been realized. 


Paravertebral conducting anesthesia is tedious and 
time-consuming, for in order surely to anesthetize 
the abdominal wall and contents for work on both 
sides of the midline, Pauchet finds it necessary to 
block no fewer than 22 dorsal and lumbar nerves; 
and for resection of the large intestine Finsterer in- 
jects from the roth dorsal to the'3d lumbar nerve 
on both sides. This method, therefore, has been 
supplanted by the simple and satisfactory splanchnic 
analgesia combined with infiltration of the abdominal 
wall. 

Intraspinal epidural anesthesia is employed by 
Fidel Pagés, who blocks the nerve roots with novo- 
cain in the epidural space, at the spinous process cor- 
responding to the region to be operated upon. For 
instance, for operations on the stomach, which is in- 
nervated by the sixth to the twelfth dorsal roots, the 
spirous process of the eighth dorsal is selected, an 
injection of 25 c. cm., of 2 per cent novocain made 
at this level blocking the sixth to the twelfth roots 
on both sides; while an injection between the first 
and second lumbar vertebrae anesthetizes a zone on 
both sides from the ninth dorsal to the fourth lumbar, 
inclusive. Anesthesia is complete after fifteen min- 
utes and lasts for at least an hour and a half. It has 
certain advantages over the spinal (arachnoidal) 
and paravertebral methods. Fidel Pagés operated 
upon 43 cases, including gastric resections, appendi- 
citis, hernia, and hysterectomy. Anesthesia was 
complete in 40. There were no untoward post-opera- 
tive effects. 

Under local and paravertebral anesthesia Lock- 
wood successfully operated upon a moribund pa- 
tient with a penetrating chest wound, extensive hemo- 
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thorax, laceration of the diaphragm, liver and kid- 
ney, and hernia of the colon. 

In parasacral anesthesia (Braun) the sacral nerves 
are blocked at the anterior sacral foramina, using in 
all 100 cc. of 1 per cent novocain solution. Staffel 
reports from Krankenstift Zwickau the results ob- 
tained by this method in 413 cases, including cancer 
of the rectum, hysterectomy, prolapse of the uterus, 
plastic operations on the vagina and perineum, and 
urethrotomy. No untoward after-effects were ob- 
served in any case. Staffel states that patients oper- 
ated upon under parasacral anesthesia leave the table 
in much better condition than those under general 
anesthesia, and that, as a rule, one would not suspect 
from their appearance that they had undergone a 
serious operation. Bartlett injects these nerves with 
the abdomen open, under ether, for the performance 
of second operations on the rectum, anus and ex- 
ternal genitalia, and states that one: gets a fair 
regional anesthesia by merely making a massive in- 
jection under the soft tissues covering the hollow of 
sacrum, 

In transsacral anesthesia Bartlett goes directly 
through the 10 sacral foramina from behind and 
blocks the anterior brachia of the sacral plexus, and 
says that this enables one to do anything on the vis- 
cera in which the gynecologist, urologist, and proc- 
tologist are interested, keeping. in mind that the an- 
terior abdominal wall is not affected. 

In caudal anesthesia the needle is introduced 
_ through the terminal sacral canal, and about 4 ounces 
of 0.5 per cent novocain are injected extraduraly, 
the fluid finding its way along the line of cleavage be- 
tween the dura and spine, bathing the nerves at their 
exit. If successful, the anesthesia is excellent for 
work in the pelvis and on the perineum. The writer 
has used this method in operations upon the rectum, 
uterus, and perineum, and can highly recommend it 
as being both simple and effective. 

In abdominal work under local anesthesia the oc- 
casion may arise—as, for example, in adherent ma- 
lignant growths and suppurative conditions—to use 
a small amount of ether, but only during that stage 
of the operation which can not be painlessly carried 
out under local anesthesia. The amount of ether 
necessary is usually so trifling (20 to 100 cc.) that 
even in chronic pulmonary affections it is of no sig- 
nificance. The standard in Bartlett’s clinic when 
there is ground to minimize the quantity of ether is 
as follows: Begin ether anesthesia and local infiltra- 
tion at the same moment. By the time the abdominal 
wall is infiltrated and the opening made, the patient 
has had sufficient ether for one to explore, pack off 


and draw up into the incision the desired viscus, at 
which point ether is discontinued. After the patient 
wakes up he rarely moves if no pushing or pulling 
be entailed. He bears now what is termed a normal 
load under the slight general influence of morphin, 
novocain and residual ether, until the second peak 
is reached, by which is meant, in this instance, the 
removal of packs, when it is absolutely necessary to 
give a second small dose of ether. After the packs 
are out, ether is permanently withdrawn, and the 
abdomen is closed with the patient’s cooperation in 
many instances and certainly without his opposition 
at any time. But where splanchnic analgesia is ap- 
plicable it obviates the necessity of using even the 
small amount of ether employed on the few occa- 
sions mentioned above. 

APPLICATION OF LOCAL ANESTHESIA IN ABDOMINAL 

OPERATIONS. 


Finsterer states that on the basis of his own ex- 
perience in more than 1500 laparotomies under local 
anesthesia he can but confirm the favorable state- 
ments of Lennander, Kappis and others in regard to 
similar operations. 

Dyas states that in practically every case local anes- 
thesia affords opportunity for intra-abdominal in- 
spection and exploration without pain or danger to 
the patient. Using a special table, such as Farr’s, 
which enables one to move the patient from side to 
side and into the Trendelenburg or reversed Tren- 
delenburg position, it is possible by utilizing the 
force of gravity to bring much of the intraperitoneal 
contents in review before the eye without the neces- 
sity of exerting traction upon the viscera. Concern- 
ing explorations under local anesthesia, Maxeiner 
states that when the anesthesia of the abdominal wall 
has been complete and the incision entirely painless 
there will be encountered a negative pressure, an 
inrush of air, and a falling away of the abdominal 
contents, so that now by lifting vertically the abdo- 
minal wall one is enabled to explore visually practical- 
ly any part of the abdomen. Farr reminds us that a 
digital examination cannot compare in the matter of 
efficiency with an examination thus made possible di- 
rectly under the eye and states that through the ordi- 
nary gridiron incision for removal of the appendix 
he has frequently inspected the stomach, gall-bladder 
and pelvic organs. Finsterer adds the important 
observation that since the introduction of local anes- 
thesia with its freedom from danger we are in duty 
bound to perform exploratory laparotomy in every 
justified suspicion of cancer so that we can operate 
upon it as early as possible. 
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As to the biliary tract Finsterer states the asser- 
tion of internists that cholecystectomy is still a very 
dangerous procedure on account of the numerous 
deaths immediately following operation is no longer 
quite true when local anesthesia is used, and that he 
himself in 104 cases has not had a single death im- 
mediately after the operation. Buhre especially 
recommends Braun’s splanchnic analgesia for opera- 
tions on the biliary tract. After simple infiltration 
of the abdominal wall Bartlett has repeatedly drain- 
ed the gall-bladder and removed deeply seated 


stones without discomfort to the patient, after as- © 


pirating the bile and then replacing it with 5 per cent 
cocaine for a very brief period. Whipple performed 
choledochostomy under local anesthesia in a cardiac 
fibrillator. Farr states while formerly gas or ether 
was given during the most trying part of a biliary 
tract operation, the last 7 or 8 cases have been con- 
ducted without that aid: two of these were in aged 
women who had previous cholecystostomies, both 
with common duct stones and one with a gall-bladder 
fistula. In work upon the gall-bladder under local 
anesthesia the liver cannot be forcefully extracted 
from the abdominal cavity and laid upon the chest 
wall, but by strategy much the same result may be 
accomplished by carefully “upending” the liver with- 
in the abdominal cavity, thus rotating it while the 
gall-bladder is projected outward by the inspiratory 
effort of the patient, and retained in this position; 
in this way in a number of cases the bile ducts have 
been nicely exposed, the absence of intra-abdominal 
pressure contributing greatly. 

As to the stomach Finsterer states that extensive 
gastric resections can be performed entirely without 
general narcosis and without pain by the present 
technic of local anesthesia, and that he has thus done 
104 resections. Labat says we now know that all 
operations on the stomach can be performed by 
splanchnic anesthesia, and Hoffman has used the 
same method for all kinds of operations upon the 
stomach. Pauchet, at the St. Michel Hospital, uses 
splanchnic analgesia in all operations for gastric af- 
fections and reports 24 resections of the stomach by 
this method. Carulla, too, has become fairly con- 
vinced of the advantages of splanchnic analgesia for 
operations on the stomach, as he has applied it in 30 
cases. The operations included some of an hour or 
more up to an hour and 40 minutes. Preiss and 
Ritter have performed stomach resection and gastro- 
enterostomy with splanchnic analgesia. Semken did 
partial gastrectomy under local anesthesia for carci- 
noma of the pylorus in a patient with high degree of 
acidosis through inanition; and Whipple performed 


gastro-enterostomy under local anesthesia for ulcer 
of the pylorus in a cardiac fibrillator. Farr states 
that local anesthesia would be the means of saving a 
great many lives in cases of hypertrophic pyloric 
stenosis in young children, when ether of itself is 
often sufficient to bring about a fatal issue. The 
same writer says stomach surgery demands the avoid- 
ance of traction, and should be conducted insofar as 
it is possible without the use of clamps. | 

Finsterer reports a case of perforated duodenal 
ulcer with diffuse peritonitis in a woman aged 71 
years, whose pulse on admission was so irregular 
that it could be made palpable only after intravenous 
infusion. He operated under local anesthesia with 
10 cc. of ether, given drop by drop only as a stimu- 
lant: the perforation was sutured, the pylorus ex- 
cluded, and gastro-enterostomy done. The patient 
not only underwent the operation exceedingly well in 
spite of her generally bad condition, but is still, 3 
years since the operation, in complete health. Fin- 
sterer could add many instances which go to show 
that with this kind of anesthesia we need not decline 
any such operation. 

As for enterostomy McKinnon states that it is 
generally performed under ether anesthesia, but it 
is common knowledge that ether inhibits peristalsis. 
The use of a local anesthetic is imperative for obv- 
ious reasons: it does not inhibit peristalsis nor add 
to the patient’s toxic condition. Bircher always per- 
forms enterostomy under local anesthesia, and any 
resulting fistulas that do not heal (about 40 per cent) 
are also closed under local anesthesia. Farr per- 
forms enterostomy for post-appendicitis peritonitic 
ileus under narco-local anesthesia. 

Intestinal obstruction. At the Atlantic City meet- 
ing of the American Medical Association in 1919, in 
opening the discussion of a paper by Dr. R. E. Farr, 
I expressed the opinion that the high mortality in 
acute intestinal obstruction is due to the patient, al- 
ready severely shocked from toxins, having super- 
imposed toxin in the form of ether; and that the 
present high mortality of the acute intestinal obstruc- 
tion operation will be lowered decidedly if we employ 
local anesthesia and not ether. (It is understood that 
simple enterostomy is the operation of choice in this 
condition.) Recently McKinnon stated he has be- 
come firmly convinced that the poor results of the 
operation for ileus are due to the use of general anes- 
thesia and faulty drainage, and that local anesthesia 
is imperative because it does not add to the patient’s 
toxic condition, nor inhibit peristalsis. The follow- 
ing two cases of intestinal obstruction, which oc- 
curred in my practice, are good examples of the ease 
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and safety with which the bowel may be opened, 
resected and anastomosed under local anesthesia. 

L. 1., female, aged 36, was admitted to the Poly- 
clinic Hospital on March 13, 1919, with the history 
of obstruction of the bowel of 7 days duration. She 
had a temperature of 97° F.; pulse 120, rapid and 
thready; clammy skin; projectile and stercoraceous 
vomiting; tensely distended abdomen. Appendicec- 
tomy (fibroid) had been performed 3 years previous- 
ly. Immediately upon admission and under narco- 
local anesthesia, the stomach was washed out, and 
through a left-sided McBurney incision enterostomy 
above the obstruction was performed. One week 
later, under narco-local anesthesia, ileo-cecostomy 
was performed; and one week after this the enteros- 
tomized loop was resected under narco-local anes- 
thesia. When seen two years later the patient was 
enjoying good health, although there was a tendency 
to loose bowel movements. Her survival is unques- 
tionably due to the employment of local instead of 
general anesthesia. 

C. B., female, aged 72, was seen in consultation 
on May 5, 1920. She was distressed by vomiting of 
her food and by inability to secure a bowel movement. 
This state of affairs had been going on for several 
days, while for 4 months the patient had been hav- 
ing constipation, alternating with diarrhea, and about 
I year previously for the first time complained of 
cramps in the left side of the abdomen. There was 
vomiting of watery and bile-stained material. The 
abdomen was uniformly and symmetrically distend- 
ed, and hyperperistalsis was visible. Vaginal and 
rectal examinations were negative. The patient was 
sent to the Polyclinic Hospital, and cecostomy under 
local anesthesia was forthwith performed. Eight 
days later, under narco-local anesthesia the abdo- 
men was explored through a transverse incision in 
the left upper abdomen: a stricture was encountered 
just above the recto-sigmoid junction; no metastases 
in the liver or mesenteric lymph-nodes were found; 
there was fecal impaction above the stricture; there 
was a large deposit of subserous fat in the colon. 
The incision was closed, and the Mikulicz two-stage 
resection was deemed indicated. Seven days after 
this exploration, through a transverse incision in the 
left lower abdomen, the first stage of the Mikulicz 
operation was performed under narco-local anes- 
thesia, the cancer-bearing loop being brought out 
and secured to the surface of the abdomen. Four 
days later, under narco-local anesthesia the second 
stage was performed, the cancerous Segment of 
bowel being resected with the Paquelin cautery, and 
a Paul glass tube was used to drain the proximal 
colon. Two weeks after the resection the spur was 
crushed with a Dupuytren clamp. Several months 
later, under narco-local anesthesia, the sigmoid fistula 
was closed. The aged person’s survival is unques- 
tionably due to the selection of the Mikulicz two- 
_— operation and its performance under local anes- 
thesia. 

Another case of intestinal obstruction, which oc- 
curred in my practice, emphasizes the life-saving 


value of enterostomy when performed under local 
anesthesia in this condition. Mrs. Y. S., aged 55 
years, had been operated upon elsewhere in March, 
1921 : exploratory celiotomy at that time revealed in- 
operable papilliferous cystadenoma of the ovary, and 
she was given two months to live. Since then she 
had been frequently tapped for ascites. When I 
was called to see her she had had acute intestinal ob- 
struction for 4 days. There was very marked 
cachexia. Under local anesthesia enterostomy was 
done through a McBurney incision. Rectal stools 
were soon attained, and the enterostomy wound 
closed itself. 

Finsterer calls attention to the fact that in intes- 


tinal obstruction the lowered blood-pressure due to 
vasomotor paralysis must not be further lowered by 
deep ether narcosis, or lumbar or paravertebral anes- 
thesia. He opens the abdomen under infiltration 
anesthesia, and if further anesthesia is necessary to 
find the cause of obstruction, employs a short ether 
narcosis (10 to 20 cc.), which raises the blood-pres- 
sure even though it has been further diminished by 
eventration of the loops of bowel. Farr states that 
in children intestinal obstruction may be handled un- 
der local anesthesia in a satisfactory manner, and 
that recognition of the feasibility of local anesthesia 
in young children would be the means of saving a 
great many lives in cases of intussusception, when 
the administration of a general anesthetic in itself 
is often sufficient to cause death. 

Resection of intestines under Kappis’s method of 
splanchnic analgesia was performed by Preiss and 
Ritter. Finsterer states that extensive intestinal 
operations—even at advanced age—become, under 
local anesthesia, almost harmless procedures. Thus, 
among 46 resections of the small intestine he had 14 
patients, aged 60 to 82, of whom only 1 died,—a 
woman aged 65 with incarcerated umbilical hernia, 
intestinal gangrene, and diffuse peritonitis. He also 
states that resection of the large intestine with sub- 
sequent suture can be performed with perfect pre- 
cision because the local anesthesia leaves one un- 
limited time for securing suturing. Among 59 pri- 
mary resections of the large intestine with suture 
Finsterer has had only 4 deaths—a mortality of 6.3 
per cent, so that in comparison with the previous 
results of resection of the large intestine (20 to 30 
per cent mortality) those under local anesthesia are 
to be designated as very good. Reichel performed 
14 resections of the large intestine under local anes- 
thesia without any death. After infiltration of the 
line of incision in the abdominal wall, in resection 
of the small intestine the base of the mesentery is 
also infiltrated ; in the case of the large intestine the 
mesocolon is infiltrated, while in both a little ether 
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(10 to 20 cc.) may possibly become necessary at the 
moment of mobilization. In this way in a case of 
volvulus of the sigmoid, in spite of the very bad 
general condition of the patient (pulse 160, scarcely 
perceptible, cold perspiration, cyanosis), Finsterer 
succeeded in performing resection of the enormously 
large and gangrenous flexure with subsequent cir- 
cular intestinal suture: the sigmoid contained 10 
liters of fluid. 

Appendicitis. Of my latest 33 cases of appendi- 
citis—acute or chronic—30 were operated upon un- 
der narco-local anesthesia without the aid of ether. 
The patient who was given ether was a child who 
had his tonsils removed by a specialist at the same 
sitting. Several of these cases were in children,— 
the youngest a boy aged 7 years,—so that I agree 
with Farr’s statement that in children appendicitis 
may be handled under local anesthesia with satisfac- 
tion. Cole operated thus upon 25 cases of acute or 
chronic appendicitis with, in some, drainage of peri- 
toneal abscesses, and general peritonitis. Finsterer, 
after performing appendicectomy under local anes- 
thesia for 6 years, states that in operation for appen- 
dicitis it offers such great advantages that, in the 
interest of the patient, its regular employment is de- 
sirable. He concludes that with proper technic the 
majority of chronic appendicitis cases (over 80%) 
may be operated upon under local anesthesia entirely 
without pain, and in the remaining cases a little 
ether (up to 20 cc.) is necessary for detaching the 
severe adhesions present ; while in acute appendicitis, 
especially with diffuse peritonitis, local anesthesia 
with, in about 30% of the cases, a little ether, greatly 
improves the prognosis—even in the advanced stages. 

As to the technic of appendicectomy under local 
anesthesia, Farr calls attention to the advantages of 
proper position of the operating table, stating that 
lateral tilting, combined with varying degrees of 
Trendelenburg position, has enabled him to see the 
appendix in its normal habitat in every case in which 
it was not obscured by adhesions: its nerve supply 
may be blocked before the appendix is delivered, 
and a painless removal may be effected. Likes and 
Sheller advise, if the appendix is not easily deliv- 
ered, that a sponge saturated with warm novocain- 
adrenalin solution be gently placed along the cecum, 
at the junction of the ileum in the region of the ileo- 
cecal valve : if congested, the adrenalin will cause suf- 
ficient contraction so that unless the appendix is 
bound down by adhesions it can be delivered easily. 
Watson recommends a linear infiltration of the peri- 
toneum along the outer border of the cecum. As to 
Variations in technic according to the position of the 


appendix Finsterer states that all appendices which 
lie lateral to and behind the cecum—whether free or 
strongly adherent—may be removed painlessly un- 
der local anesthesia if one follows three important 
rules: Infiltration of the abdominal wall at least a 
hand’s-breadth lateral to the incision; deep injections 
of 20 cc. beneath the peritoneum of the iliac fossa 
and that lateral to the cecum and behind it; and injec- 
tion into the mesoappendix. In medial position of 
the appendix—especially when its tip is adherent 
under the mesentery of the lowest loop of ileum, 
Farr says a superficial ether narcosis (20 to 30 cc.) 
must be given, but only for the loosening of ad- 
hesions, and in especially strong adhesions he recom- 
mends retrograde extirpation (the “robin” method). 

Adhesions. Farr states that the visualization of 
the lesion afforded by local anesthesia, combined with 
negative intra-abdominal pressure, lateral tilting and 
Trendelenburg position of the table, permits the di- 
vision rather than tearing of adhesions, with conse- 
quent lessening of the trauma and hemorrhage, as 
the adhesions may be divided by scissors in a non- 
vascular zone: thus, viscero-parietal adhesions, often 
considered an obstacle to the use of local anesthesia, 
are really very satisfactorily dealt with in this man- 
ner ; while the amount that may be accomplished even 
in the presence of tumors anchored to the posterior 
abdominal wall, is surprising. Where possible, the 
careful dissection of adherent masses, thus liberating 
them before they are elevated, instead of forcible 
blind enucleation with the finger, greatly lessens the 
trauma. Heretofore, the greatest contra-indication 
to local anesthesia in abdominal work has been the 
presence of disease which necessitates traction on the 
posterior parietal peritoneum, but the introduction 
of splanchnic analgesia has overcome much of this 
difficulty. Of course, massively adherent diseased 
tissue which is beyond the scope of local anesthesia, 
should at once be relegated to the general narcosis 
class. 

HERNIA, 

It is generally conceded that local anesthesia is the 
ideal anesthesia in operation upon the usual varieties 
of hernia. The adaptation of local anesthesia to in- 
guinal hernioplasty was included in a paper which 
I read before the 1917 meeting of the Pennsylvania 
Medical Society, and discussed before the 1921 meet- 
ing of the same Society. Since then I have operated 
under local anesthesia upon 135 cases of inguinal 
hernia of all sizes and types, including the recurrent, 
with perfect satisfaction as regards freedom from 
pain. There has also been a number of femoral, um- 
bilical, and post-operative (incisional) herniae, which 
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also were satisfactorily managed under local anes- 
thesia. 
GYNECOLOLGY. 

According to Farr every one of the follow- 
ing gynecologic operations may be done under 
local anesthesia with satisfaction: Curettage, ampu- 
tation of the cervix, anterior colporrhaphy, perineor- 
rhaphy, removal of labial cysts and diseased Barth- 
olin glands, urethral caruncle, closure of fistulae, 
and—under certain conditions—vaginal hysterec- 
tomy : in some cases of uterine prolapse a preliminary 
packing of the vagina with the patient in the knee- 
chest position will eliminate the necessity of painful 
traction caused by dragging the uterus out of the 
pelvis; and under local anesthesia even adherent 
tumors and tubo-ovarian abscesses have been occas- 
ionally liberated by sharp dissection under the eye. 
The same author reports the following cases oper- 
ated upon under narco-local anesthesia: (1) uterine 
fibroids—abdominal hysterectomy; (2) post-opera- 
tive hemorrhage into broad ligament—vaginal in- 
cision, evacuation of clots, and drainage; (3) left 
ectopic gestation—left salpingectomy, appendectomy. 

Dyas reports two cases of removal under local 
anesthesia of ovarian cyst with twisted pedicle, with 
the addition of a small amount of nitrous oxid-and- 
oxygen while clamps were applied to pedicle and 
cyst attachment was severed. 

Bartlett says transsacral anesthesia enables one to 
do any gynecologic operation on the viscera, bearing 
in mind that the anterior abdominal wall is not af- 
fected by this anesthesia: he has injected the anterior 
sacral nerves with the abdomen open, under ether, 
for the performance of second operations on the ex- 
ternal genitalia,—perineorrhaphy, for example. 

Staffel says at the Zwickau Hospital since 1912 
Braun’s parasacral anesthesia has been the preferred 
form of anesthesia in all perineal and vaginal opera- 
tions, uterus extirpations, operations for prolapsed 
uterus, and plastic operations on the vagina and 
perineum. 

__ Cole performed under local anesthesia (1) removal 
of a 43-pound ovarian cyst; (2) suspension of 
uterus; (3) removal of ectopic gestation. 

Farr concludes that a large percentage of vaginal 
and vagino-pelvic work may be accomplished under 
local anesthesia more safely and with greater com- 
fort to the patient than with general anesthesia; and 
that with a standardized technic and proper equip- 
ment the demand for general anesthesia in these 
cases should decrease more rapidly in the future than 
it has in the past, and local anesthesia should come 
into its own. 


At the Twenty-first French Congress in Urology, 
recently held at Strasbourg (1921), Chevassu and 
Rathery stated that with ordinary infiltration anes- 
thesia induced by 0.5 per cent solutions of procain, 
a great many present-day operations in genito-urin- 
ary surgery may be performed ; for example, incision 
of perinephritic abscess, renal biopsy, renal decap- 
sulation, nephrotomy and nephrostomy, operations 
on the bladder, cystotomy, operations on the prostate 
(including prostatectomy), and urethral and _peri- 
urethral operations. Pasteau said that most urethral 
incisions, perineal incisions of prostatic abscesses, 
cystostomy, and lumbar incisions can be made with- 
out general anesthesia. 

GENITO-URINARY OPERATIONS. 

Billet and Laborde state that all operations for 
renal affections performed by Pauchet at the St. 
Michel Hospital are under splanchnic analgesia; and 
Preiss and Ritter perform nephrectomy and renal 
decapsulation with the same method of anesthesia. 
Kappis, in kidney operations, first injects the site of 
the incision locally, and then from the open wound 
injects the splanchnic nerves of the side involved, 
the fatty capsule of the kidney,—especially in the 
direction of the kidney pedicle—and the dome of 
the diaphragm. 

Cole reports a nephrectomy under local anes. 
thesia. 

Bartlett recommends transsacral anesthesia for 
the urologist, and Staffel states that since 1912 
Braun’s parasacral anesthesia has been the preferred 
form in all urethrotomy operations. } 

Chevassu recently reported the removal of a tub- 
erculous kidney without pain or shock under local 
anesthesia and with a single needle puncture. The 
patient, a man 29 years of age, was entirely free from 
pain and shock: post-operatively there was no vomit- 
ing, nausea, or :/yspnea. Anesthesia of the splanchnic 
nerve gives anesthesia of the renal pedicle, but anes- 
thesia of the lumbar wall requires, in addition, para- 
vertebral anesthesia of the last intercostal and the 
first lumbar nerves. Chevassu’s technic is practical- 
ly the same as that of Kappis, the difference being 
that as soon as the needle is introduced it is inclined 
inward and slightly upward until, at a depth of from 
4 to 6 cm. the first plane (twelfth thoracic and first 
lumbar nerves) is injected, then the direction of 
the needle is changed to reach the splanchnic nerve 
as in the Kappis method. 

RECTAL OPERATIONS. 

In cases of hemorrhoids, fissures, and simple rectal 
fistulae simple circuminfiltration with a local anes 
thetic gives good results as regards freedom from 
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pain. Bartlett states the transsacral route of regional 
anesthesia enables one to do any operation in which 
the proctologist is interested, bearing in mind that 
the anterior abdominal wall is not anesthetized in 
this method. With the abdomen open under ether 
he has injected the anterior sacral nerves for the per- 
formance of the second operations on the rectum and 
anus. Staffel states at the Zwickau Hospital since 
1912 Braun’s parasacral anesthesia has been the pre- 
ferred form of anesthesia in all operations for cancer 
of the rectum, of which in 65 operated upon by the 
sacral route it was used in 56 and was successful in 
51. Even when the rectum is separated as far as the 
sigmoid flexure and brought down, the patient sel- 
dom complains of pain. In sacral resections the skin 
must be infiltrated in addition. There were no opera- 
tive deaths. Staffel says that as in cases of gastric 
operations, these patients come from the operating 
table in much better condition than they would if 
operated upon under general anesthesia. 
THE FUTURE OF LOCAL ANESTHESIA. 

The future of local anesthesia is well forecast by 
Bartlett, who believes that with increasing experience 
and better training we shall some day have to estab- 
lish indications for general anesthesia, rather than 
for local, as is the common experience today: it will 
then seem no more reasonable to anesthetize the en- 
tire organism for a strictly local operation on it, than 
it would be at the present time to bind or splint the 
entire body for an injury to an extremity. I, too, 
feel that the demonstrated and acknowledged lower 
post-operative morbidity and mortality with local 
anesthesia will eventually force a widespread adop- 
tion of this method. 
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Tue AcuTEety SurcicaL ABDOMEN. 

Do not delay in sudden, acute, severe abdominal 
pain with symptoms of peritoneal shock for a posi- 
tive diagnosis ; do not waste precious moments which 
alone make recovery possible, in waiting for symp- 
toms confirming a probable diagnosis. Do not wait 
for a diagnosis in cases of abdominal hemorrhage 
from whatever cause, perforations of any of the hol- 
low organs, acute infections of the gall bladder, rup- 
ture of the liver or spleen. Finally, in cases in which 
the lesion is only suspected, time is not to be lost if 
that suspected lesion is one essentially fatal if not 
promptly relieved. Do not allow yourselves to be 
deterred because someone can cite a case which has 
recovered after the full development of serious ab- 
dominal conditions. The late celebrated Maurice 
Richardson said : “I could count a hundred abdominal 
operations performed too late for one unnecessary 
operation.” Sudden, acute, severe abdominal pain, 
with symptoms of peritoneal shock, have taught me 
not to wait until a positive diagnosis can be made, but 
to proceed to immediate operative procedures.—A. 
I. LawBauGH in The Journal of the Michigan State 
Medical Society. 
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SOME CONSIDERATIONS OF OPERATING 
ROOM METHODS. 
T. L. Deavor, M.D., 


Syracuse, N. Y. 


The object of this paper is to call attention to cer- 
tain things connected with operative technic. Should 
any one profit thereby, we shall be fully satisfied. 
Many of the features enumerated herein have not 
been observed by us in any other clinic, though it 
may be possible that surgeons have applied them 
elsewhere. 


Most of us labor too hard. The surgeon’s life is 
a strenuous one. Professional responsibility is not 
evenly distributed. This is partly because nurses 
and other help have allowed indifference to replace 
interest and sincerity. For this the world is largely 
to blame. The profound impression which it has 
left upon men, women and customs, has disturbed 
the easy drift of institutional affairs. To restore 
hospital and all other service to its former state of 
efficiency, will occupy the attention of this and the 
next generation. Notwithstanding the pressure of 
circumstances, it is well for the surgeon to lay aside 
his own instruments now and then—yes, frequently 
—and find his way to other clinics, near home, as 
well as abroad. This, however, not necessarily dur- 
ing great national conventions. At such times ex- 


citement runs high, and, while it is most gratifying’ 


to see difficult things done easily by the masters, the 
opportunity to observe is overshadowed by the pre- 
ponderance of material displayed. One gets more 
profit from a visit to these clinics when the men are 
engaged in routine daily work. 


With this thought in mind, we have prepared a 
brief description of various operative procedures 
followed at the Onondaga General Hospital. Each 
one has been well tested over a period of several 
years. The usual plan carried out here, as in all 
other hospitals, will not be referred to in detail, only 
selected individual features being considered. 


CLEAN Hanps. 

Stress is laid upon the free use of soap and water. 
No antiseptics are applied to the bare hands, before 
or during operation. Alcohol is permitted, if de- 
sired, preceding the gloves. The hands are scrubbed 
for ten minutes, with green or Jumbo soap, in run- 
ning water, rinsed and dried with a sterile towel. 
Assistants and nurses are taught to do this methodi- 
cally. Time is an element, but method is everything. 
Special care is used about the palmar aspect of the 
thumb and index. finger, the anterior surface of the 


wrist and the ulnar side of the forearm and hand. 
These are parts frequently overlooked. An effort 
is made to keep the nails clean all the time. Assis- 
tants are urged to do the same. The nail file is ap- 
plied at frequent intervals, when the nails are dry 
and hard, and not at the time of scrubbing. Pus 
dressings are delegated to persons—and they wear 
gloves—who have no part in the operating room 
work. Assistants, who also practice outside, are ad- 
monished not to care for infective cases in the office, 
unless unavoidable, and then only with gloved hands. 
To have clean hands, one must keep out of pus. If, 
however, a glove is torn or punctured, and the hands 
come in contact with infective material, not only is a 
clean glove substituted at once, but the hands are 
scrubbed especially well at the close of that particu- 
lar operation. Without this precaution, one will often 
find troublesome infections hard to account for. 
Scrubbing the hands in hot water and soap every 
night, before retiring, will do much to insure con- 
tinuous surgical cleanliness. We look with disfavor 
upon the practice of using old and cast off gloves 
when making rectal and vaginal examinations. Fatal 
infections have followed this form of economy. 


From a careful study of 500 consecutive cases, we 
found that go per cent. of all glove punctures during 
operative work in the series, occurred about the 
thumb and index finger, palmar aspect, one or both 
hands, right or left, according to the dexterity of the 
operator. | 

PuTTING ON GLOVES. 

Dry sterilization is made imperative. The old way 
of fishing gloves out of solutions of one kind or an- 
other has long since been given up. The sterile 
nurse, with gloved hands, holds the gloves for the 
operator and assistants. No one gloves his own 
hands. The gown being on and tied, the hands are 
powdered by the sterile nurse, from a sterile sifter. 
No powder is put in the gloves. It gravitates to the 
finger tips and interferes with tactile sensibility. The 
nurse then grasps the glove with both hands in such 
a way as to roll the top outward, covering her own 
fingers for mutual protection. The glove is held 
vertically down, never up or out, palm facing the one 
to receive it, who quickly, but carefully, crowds the 
hand into it with an appropriate wriggle. As the 
nurse releases her hold, she pulls the top of the glove 
well up over the gown. The other hand is treated 
in the same way. Irregularities are smoothed out by 
the recipient, but only after both hands are gloved. 
This makes contamination almost impossible, and 
surpasses all other methods. _ 
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Gowns. 

Our gowns, like those used in most hospitals, are 
adequately long and roomy. However, in the ex- 
treme lower end of the sleeve, at a convenient point, 
is a latge button hole, long diameter- lengthwise of 
the sleeve, securely bound with light tape. The 
thumb slips through this hole when the gown is put 
on. This keeps the sleeve always inside the glove, 
and the wrist fully covered. Special short sleeves 
are provided for quick change, if need be. Also each 
gown is made with a pocket over the chest, in which 
the surgeon may place a sponge or an instrument, 
within easy reach, when working at a disadvantage, 
as about the perineum, or with limited assistance. 

Of the small features connected with operating 
room service, nothing has given us more satisfaction 
than the button hole device. We tried every means 
available to keep the gown continuously within the 
glove. Each one proved to be sloppy and unsatis- 
factory. With the button hole arrangement, one 
may operate for hours with perfect safety. Laundry 
and sterilization are not interfered with; no strings 
dangle about; no bare skin is exposed. A sleeve so 
fixed is not the least in the way, and never crowds 
into the hand. Only the too fastidious operator will 
experience any difficulty therewith. 

DRAPING THE FIELp. 

In all operative work, as far as possible, the pro- 
tective towels surrounding the immediate field are 
clamped to the skin, a short distance from the line of 
incision. Obviously, this cannot always be done; but 
it can nearly always. Rarely, a slight mark is left 
therefrom, not a serious matter. In and about the 
inguinal region several clamps are needed to actually 
surround the field by a firm barrier. In vaginal and 
perineal work, a sterile towel crosses on a line near 
the posterior commissure, and is fixed there by three 
or four clamps. The lateral areas are protected in 
the usual manner. Laparotomy sheets, with a central 
opening, are not desirable. Towels clamped about the 
edge of the incision, though somewhat in the way, are 
much used. We have had as good results without 
them. 


In face and scalp cases, and in neck and tonsil 
work, a small sheet, rolled together the long way, is 
carried under the patient’s neck, and the ends spread 
out fari-shaped across the shoulders and chest. A 
large sheet overlaps this one and drapes the body. 
A sterile towel covers the upper end of the table. 
Not only is the incision well guarded in this way, but 
the patient’s back and hair are much less soiled at 
the close of the operation. In like manner, special 


adjustments are used to suit every occasion. Re- 
gardless of the region to be operated upon, the drapes 
are made to keep their place until the work is com- 
plete. Each patient wears a tightly fitting cap, all 
loose hairs being clipped away. The anesthetist has 
his own sterile cap, gloves and gown. He works in 
harmony with the surgeon, takes the blood pressure 
and gives out suitable information concerning the pa- 
tient’s general condition. 
THE NEEDLE Horper. 

Formerly it was unusual for us to undertake any 

operative work without a special needle holder. The 


_ characteristic click could be heard on all occasions. 


For several years, now, we have laid it aside, except 
in rare instances, the small straight clamp, with slen- 
der jaws, having taken its place. The Mayo-Ochsner 
goiter clamp, or some such instrument, does very 
well,—something that can be handled easily and 
quickly. However, while time is thus saved, speed 
is not the first thought ; it is sometimes of action, and 
the satisfaction which comes from real convenience. 
In the selection and use of instruments, simplicity 
encourages the development of one’s operative cap- 
abilities. 

The next important feature in the use of the clamp 
is brought out in tying the knot. Dexterity is also 
promoted in this way. The needle having been car- 
ried through, the short end of the thread is picked 
up by the clamp, instead of the fingers, and the tie 
gracefully made. Skill in tying is acquired by prac- 
tice. One will find the clamp unusually helpful in 
ligating vessels and vascular tissue in and about the 
pelvic cavity, and in other parts not easy of access. 
Sewing with the straight needle requires the hand 
only, of course. 


In wound closure, the clamp need hardly be laid 
down until the sewing is complete. If the suture is 
continuous, the needle is grasped by the clamp, en- 
tered, passed through, the first knot tied and the free 
end, still held by the instrument, cut short or left for 
traction. After this, the needle is inserted and pulled 
through by the operator, or the assistant extracts the 
needle and returns it, meanwhile keeping the thread 
tense and the last stitch secure. If the suture is in- 
terrupted, the knot is tied as before, while the clamp, 
holding on to the short end of the thread, quickly 
brings it parallel with the long end, when both are 
clipped by the assistant. The clamp really takes the 
place of the hand, and adds polish to one’s technic. 
Other uses of the clamp, not related here, will sug- 
gest themselves as the operator goes along, as ligation 
of the appendix, its mesentery, pedicles, the broad 
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ligament, and so on. In bloodvessel surgery, intes- 

tinal anastomosis and all work where very fine thread 

is necessary, the clamp enables one to sew or ligate 

more rapidly, and with much greater accuracy. 
Suture MATERIAL. 

Nearly all our skin incisions are closed with a run- 
ning suture of fine linen, reinforced, when needed, 
with silkworm-gut. Horsehair occasionally takes the 
place of linen. Catgut or silk is rarely if ever used 
about the skin. The one leaves a mark; the other 
holds infection and is hard to thread into the proper 
sized needle. We do not recommend silk as a buried 
suture. The so-called subcuticular stitch is not pop- 
ular with us, though it is very effective. Michel’s 
clips can be rapidly placed. Aside from this, they 
have no particular merit. The linen is removed on 
the third or fourth day. There is no disfigurement 
and no infection. Linen is not used about the scalp 
or perineum, or in wounds covered by a plaster cast 
or other permanent dressing. 

We may be open to criticism for the selection of a 
skin suture that requires early removal. It also 
makes extra work. Nevertheless, it takes but a mo- 
ment, and the time is well spent. Perfect skin ap- 
position is one of the safeguards against deep infec- 
tion. A wound must be inspected early to anticipate 
danger. The first dressing upon supposed clean 
cases, if left until the seventh or eighth day, often 
reveals advanced suppuration which might have been 
forestalled. 

As an aid to asepsis, all suture material is treated 
with a warm two per cent. chlorazene solution before 
using. This also softens the catgut, and determines 
its elasticity, so that one feels a sense of security in 
every stitch or ligation. Catgut used dry is unwieldy 
and will naturally relax, and sometimes slip, as soft- 
ening must, of necessity, take place later in the 
tissues. 


The skin and subcutaneous tissue is made up of 
layers, much like the abdominal wall, and heals better 
and with less scar, when these layers meet in perfect 
contact. Usually this is accomplished by suture. If 
not, the surface defects are adjusted before union is 
firm. The skin edges are pulled upon, depressed or 
elevated as required, until all tension is overcome. 
After this, one or more strips of adhesive plaster, 
with a central opening, are carried across the line of 
incision, to be removed daily, further adjustment 
being made if desired. This keeps the skin edges in 
close apposition and on a level with each other. Any 
exudate escapes through the opening in the plaster. 
Surface leveling of the skin is the first step toward 


rapid, cosmetic union. It is Nature’s method, and 
we cannot improve upon it. There is no danger in 
using plaster as above described. In ten years, we 
have not seen a single case of infection from this 
source. However, one must be surgically clean in 
every particular; social cleanliness is not sufficient. 
The final appearance of a wound so treated—about 
the face or neck, for instance—is most gratifying. 
Nevertheless, with every precaution possible, our 
records still show that, of all incisions made, regard- 
less of size or locality, five per cent. will develop ex- 
cessive scar tissue,—a sort of keloid degeneration. 
The cause lies entirely with the patient, and cannot 
in any way be prevented. 
SPECIAL TREATMENT OF WOUNDS. 

All the usual precautions are taken to prepare the 
field, drape the patient and guard the tissues against 
infection, as well as undue traumatism. A dry wound 
and complete apposition are always desired. In abdo- 
minal cases, after the peritoneum is closed, and in 


operative work elsewhere, unless contraindicated, the . 


wound is thoroughly treated with sponges wrung out 
of two per cent. solution of chlorazene. As closure 
goes on, care is taken to reach every part of the 
wound, allowing no raw surface to escape. The re- 
sults have been excellent. Healing is less often in- 
terfered with, and the appearance of the part is that 
of natural repair. By way of comparison, we first 
carried out a line of experiments to determine, if 
possible, the relative merit of aseptic and antiseptic 
precaution. In one series of cases, only the dry 
sterile sponge was used about the wound; in another, 
sponges wrung out of sterile water; in each of the 
others, normal saline, alcohol, iodin and bichloride 
of mercury, respectively, was used. Our wounds did 
well, but were not entirely free from irregularities, 
such as unusual tenderness, excessive redness, ac- 
cumulation of serum, stitch abscess and occasional 
deep infection. With the application of chlorazene 
solution, these have been extremely infrequent, and 
pus almost never follows a clean operation. 

Instead of gauze for the first dressing, before the 
patient leaves the operating room, we apply a sterile 
pad, specially designed for the purpose, and held in 
place by adhesive plaster. These pads are rectangu- 
lar in shape, and vary in size to suit the occasion: 
very small and thin for face and scalp work; 
larger and thicker for the neck, chest and abdomen. 
They are made to fit any kind of incision, whether 
drained, or closed. Such a dressing is economical, 
comfortable, quickly applied, easily removed. In ab- 
dominal work, particularly, it is meritorious, there 
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being very little hindrance to inspection and palpa- 
tion. During the first three or four days following a 
laparotomy, one is always anxious to keep himself 
informed as to abdominal tenderness, and the pres- 
ence or absence of distention. The pad dressing 
answers these requirements. It also happily takes 
the place of the older voluminous mass of gauze and 
cotton, surrounded by a towel, or by the time honored 
many-tailed bandage. 
THE Suction APPARATUS. 

This instrument is always ready, no matter what 
kind of operation is to be done. The anesthetist may 
be the only one to use it. Here it is of much value. 
The smoother and quieter the anesthesia, the easier 
it is for the surgeon to work and talk. This is an 
important matter. Things said during an operation 
are most impressive. The aspirator has a place in 
nose and throat work, well known to everyone. We 
have extended its use to several other things. In gall- 
bladder operations, whether the gall-bladder ‘is re- 
moved or drained, if it is desired first to aspirate, the 
fluid, after taking a culture, is withdrawn by suction. 
In this way the gall-bladder cavity may be rendered 
almost dry. There is every reason to believe that 
careful aspiration limits the danger of infection, and 
makes the remainder of the operation much easier. 
In large cysts of the abdomen and pelvis, the same 
course is followed. As the cyst is emptied, graduated 
traction is made on its wall. Later, the needle open- 
ing is clamped off and the flaccid mass delivered, 
when possible. Most of the work can be done out- 
side the abdomen. Even when adhesions are pres- 
ent, removal is greatly facilitated by aspiration. Very 
little fluid enters the pelvic cavity, there is less ten- 
dency to shock and the incision can be made conserv- 
atively small. 


Many other instances might be related where it is 
desirable to withdraw fluid or pus in this way. A 
hydrocele, after enucleation, may be evacuated by 
suction before proceeding further. In deep pelvic 
work, suprapubic cystotomy, and obstruction of the 
bowel, when time is an:element and sponging diffi- 
cult, we have derived much assistance from this ap- 
paratus. In ascites and in pleurisy with effusion, we 
have removed the fluid with perfect satisfaction. In 
the abdomen and pelvis, it is well to surround the 
aspirating tip with a layer of gauze. In this way 
fluid and small particles are readily removed, without 
the usual magnet-like drag on the bowel and omen- 
tum. 

At the bedside in post-operative cases, when 
breathing is difficult, the patient cyanosed and un- 


able to expel mucus and vomitus from the mouth 
and throat, the suction apparatus is a real blessing. 
A large catheter is often better than the regular metal 
tip. Whatever is used should first be sterilized. 
ADHESIONS AND STERILE OIL. 

We are fully aware that the use of oil in the peri- 
toneal cavity, to prevent post-operative adhesions, is 
not a generally accepted measure. And it is not our 
purpose to insist that it should be, but rather to give 
our experience and method of application, allowing 
the reader to draw his own conclusion. For the past 
twelve years, we have applied sterile oil freely to 
peritoneal surfaces in those pelvic and abdominal con- 
ditions in which adhesions usually take place. A 
series of 580 cases were treated, and carefully fol- 
lowed up. These were compared with a similar 
group in which oil was not applied. 

There is no doubt that post-operative adhesions 
are sometimes beneficent. They are pathologic when 
they lead to pain, constipation and obstruction of the 
bowel. It is true also that adhesions may primarily 
save life, by limiting peritoneal inflammation, only 
to become a deadly menace later on, in the form of 
obstructing bands. 

In the 580 subjects of pelvic and abdominal work, 
in which oil was used, we had four cases of obstruc- 
tion of the small intestine, with two deaths. One of 
these had refused further operative treatment. The 
other fatal case, when opened, presented such a laby- 
rinth of kinks in the bowel as to make it utterly im- 
possible to determine why or where the obstruction 
began. In the two recoveries, the omentum was 
found tightly stretched over the pelvic brim, and 
firmly attached to the broad ligament. Eleven pa- 
tients returned with obscure abdominal pain, which 
yielded to advice and appropriate medical treatment. 
The remainder of the group reported as being well 
and free from discomfort. We realize that a definite 
conclusion cannot be established upon a report as 
brief as this. Nevertheless, some weight must be 
given to the fact that so large a number of the series 
referred to are free from pain and other symptoms. 
Moreover, before we began to use the oil, we had 
many more complaints of pain, distress and constipa- 
tion, and a much higher percentage of cases which re- 
quired further surgical care. 

The short ends of catgut which has not been prop- 
erly softened before using, will sometimes catch and 
“hang up” the omentum for a few hours, until ad- 
hesions have time to take place. This should be re- 
membered in Cesarean section and other pelvic work. 
In many instances, when the operation is finished, 
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the omentum will be found rolled together high in the 
abdominal cavity. Often it is very small, thin, al- 
most wanting. It is our custom, before closing the 
peritoneum, always to restore the omentum, laying 
it out as a covering, evenly placed. This is done with 
great gentleness, so as not to perforate or tear the 
tissue. It is never crowded into the pelvis, where it 
may become fixed. No part of it is ever removed, 
unless it is absolutely necessary. The omentum has 
a work to do, a function not yet fully understood. 
One feature of this organ deserves mention, and 
that is its tendency to gravitate or crawl about to all 
parts of the abdominal and pelvic cavities, and mirac- 
ulously find, and attach itself to, any raw surface 
left by traumatism. 

Oil, intended to prevent adhesions, may be used in 
various ways, i. e., as sterile vaseline on a piece of 
gauze, or poured in freely from a small vessel. Ex- 
travagance is unwise. The application should be 
made where it is most needed, and with as little dis- 
turbance to the tissues as possible. The oil can 
method, originated by us, is, we believe, very efficient. 
An ordinary oiler, used by machinists, is kept steri- 
lized and filled with sterile oil, ready for all occasions. 
The can holds about six ounces. The nozzle, straight 
or curved, is tipped with a knob-like point, which can 
be carried into the peritoneal cavity with perfect 
safety, and its contents discharged with very great 
precision. The peritoneum is securely closed, so as 
to prevent the escape of oil externally. Its presence 
about the muscle and fascia will delay that immediate 
cohesion of tissue which is so desirable in the process 
of healing. 

PERSONALITY AND MENTAL QUIETUDE, 

All surgical patients, especially those who are sus- 
ceptible to external impressions, are protected, in 
every possible way, from cerebral excitation, both 
before and after operation. Here the personality of 
the surgeon stands supreme. The practice of sur- 
rounding every patient with an atmosphere of decep- 
tion as to what shall take place, is not always desir- 
able. One may appear to yield to such treatment, 
without being actually subdued. Nevertheless, good 
judgment in this very important field, creating a 
hopeful environment suited to the individual case, as 
worked out by Crile and others, has not only brought 
greater safety into the realm of surgery, but has 
enabled us to save many more lives. 

The preparation of the surgical case sadies when 
the patient enters the hospital. It is both mental and 
physical, and continues right up to the moment of 
anesthesia. Each one in attendance, from the sur- 


geon and nurse to the orderly, has a part to perform, 
and is held responsible. As they unite in defence of 
the patient’s welfare, his faith will be seen to grow 
stronger; his expectations brighter. Two persons 
need relentless oversight. They are the curious visitor 
and the anxious relative. An untimely statement 
from one of these may bring failure to an otherwise 
brilliant outlook. To many individuals, the last post- 
operative moments are filled with serious though’, 
unless a powerful sedative has been administered. 
With us it is a standing order that, no matter where 
or how the patient is anesthetised, on entering the 
room, there shall be some one ready to receive him 
with helpful and reassuring words, that all fear and 
apprehension may be swept away. Under these cir- 
cumstances, it is remarkable how almost every pa- 
tient will peacefully let go of that which is tangible, 
and quietly drift out into the subconscious world. 


MALFORMATIONS OF THE UTERUS: WITH 
CLINICAL REPORTS.* 
Husert A. Royster, A.B., M.D., F.A.CS., 
N. C. 


The female organs of generation are developed 
from the ducts of Miller. Normally the upper parts 
of these ducts do not join but remain separate on each 
side and become oviducts or Fallopian tubes, while 
the lower portions unite to form the vagina and the 
uterus. Anomalies of the uterus are clearly under- 
stood, if these elemental facts are kept in mind. 


Uterine malformations may vary from complete 
absence of the organ (which is very rare) through 
the infantile, fetal and rudimentary types (which are 
due merely to non-development) up to the one-sided 
and double deformities (which constitute the most 
important anomalies.) The usual forms are the one- 
horned, the two-horned, the septate and the double 
uteri. Since each of these anomalies are due to 
failure of the Miillerian tubules to coalesce altogether 
or in part, the difference between them is largely one 
of extent. In the double uterus (uterus duplex), for 
instance, there is no union of the ducts whatsoever 
throughout their course; the two separate organs lie 
side by side, not connected, and each has its own 
ovary, tube and ligaments. 

_ The septate uterus (uterus septus) is double-bar- 
reled, because of a septum dividing its interior into 
two cavities. The ducts of Miiller united, but the 


partition failed to disappear and two canals were 


formed instead of one. The septum may not con- 


*Read before the North and South Carolina Sections of the Amer- 
ican College of Surgeons, Asheville, N. C., March 21, 1922. 
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tinue through the cervix. The two-horned uterus 
(uterus bicornis) means a double body, but a single 
neck. Here there is non-union of the Miillerian 
canals down to the cervix which remains undivided. 
Finally in the one-horned uterus (uterus unicornis) 
one duct of Miller has never developed, while the 
other has gone on to complete formation. The normal 
fundus is missing and other developmental anoma- 
lies in the pelvis and elsewhere are frequent. 

The foregoing classification of uterine malforma- 
tions is perhaps the simplest and, therefore, the best. 
Of course, there are many variations and complica- 
tions attending the four principal forms, and the 
usual result of drawing too close attention to the rarer 
conditions is only to confuse the minds of those who 
attempt to study the subject. The fact is that these 
anomalies consist either of a one-horned uterus, a 
two-horned uterus, a divided uterus or a double 
uterus, and that any departures from them are but 
lesser degrees or further projections of these four 
types of congenital malformations. 

That deformities of the uterus may assume clinical 
importance will be conceded by those who have had 
experience with them, either premeditated or unex- 
pected. They come in for their share of mistakes 
in diagnosis and they present problems of their own 
when recognized beforehand. In many instances 
the anomalies are compatible with perfect function of 
the pelvic organs and no symptoms may occur; while, 
even without symptoms, they may be sources of dan- 
ger at the time of puberty or during pregnancy and 
parturition. Most frequently the malformation is 
discovered when the patient is being examined on 
account of pelvic symptoms, which may or may not 
be due to the anomaly. 


Just what to do with uterine malformations, either 
when they are the evident causes of complaint, or 
when there is doubt of their agency in producing 
symptoms, or when they are apparently giving rise 
to no trouble whatever, are matters calling for the 
exercise of sound judgment. On the one hand, it 
might be wise to allow the condition to go along with- 
out interference; on the other, it might proceed to 
suffering and disaster, if not recognized and dis- 
posed of in good time. Prompt decision may be de- 
manded for those cases in which the deformity is 
not thought of, but mistaken for some ordinary 
lesion. Here it is best to consider the case upon the 
merits of its own symptomatology and to deal with 
the findings for the purpose of giving the patient the 
telief she desires. If it is thought that this can be 
obtained by so-called conservative means, so much 


the better; if not, then radical methods should be 
adopted, remembering that sometimes in this situa- 
tion as in many others, the most radical may prove to 
be the most conservative course. 

I offer the following cases, as illustrative of the 
practical interest of the subject and of the difficulties 
of diagnosis : 

I. Mrs. C. B., about 40 years of age; four chil- 
dren: first two born dead near term; second two born 
alive, but both perished a few days afterward—all 
undersized. She suffered pain throughout all her 
pregnancies. At present she has uterine bleeding, 
coming at short intervals, and accompanied by pain. 
I found a large uterus, with an irregular mass on the 
right and made a tentative diagnosis of fibroid. She 
was sent home and was asked to come back in two 


Figure 1. 
months. On her return she reported the same 
symptoms and examination convinced me more 
strongly of a fibroid. The bleeding continued, but 
the pain was less severe. The vaginal cervix was 
normal, The uterine sound was not used. On 
March 28, 1914, I did an abdominal hysterectomy 
(supravaginal), leaving in both ovaries. The uterus 
was opened and found to contain two cavities, of 
equal size and shape, with an early pregnancy (two 
to three months) in the right side (figure 1). The 
treatment of this patient was based on the diagnosis 
of an interstitial fibroma of the uterus, but it was 
clearly an inevitable abortion from one cavity of a 
uterus septus (or sub-septus) which varied from 
the usual type in having a single cervix. In view of 
the woman’s previous history it would seem that the 
removal of her deformed uterus was the proper pro- 
cedure. She made a satisfactory recovery and when 
last heard from two years ago was in good health. 

II. Before the previous patient had been dismissed, 
a colored girl of 20 years, was admitted as a gyna- 
tresia case. For about three years she had had the 
phenomena of menstruation, but no flow had ever 
appeared. Examination failed to show any type of 
atresia, but a very narrow cervical canal; the uterus 
was diminutive, with a small, hard mass in front of 
it and a larger and softer mass in the pelvis. Opera- 


> 
t 
9 
n 
d 
- 
gh 
ire 
ed 
Ss 
ost 
ne- 
ble 
to we 
1er 
ty 
yne 7 
or 
1€ 
wn 
on- 
4 
ig 


AMERICAN 
112 JourNnaL oF SuRGERY. 


RoysTER—UTERINE MALFORMATIONS. 


May, 1922 


tion was performed April 11, 1914; first a dilatation 
of the cervix was done, then through a median abdo- 
minal incision a dermoid cyst was removed. It was 
of the size of the first, contained hair and bone and, 
although arising from the left ovary, had migrated to 
the right, and attached itself to the right broad liga- 
ment, the omentum and the appendix. On top of the 
right cornu of the uterus, attached to it, but inde- 
pendently movable and accompanied by a large de- 
generated ovary and a rudimentary tube, was a hard 
mass resembling in shape and size a small pear. I 


tion saw that it was uterine tissue with an imperfect 
endometrial cavity, containing mucus, but otherwise 
normal in appearance and structure (figure 2). 
The cervical end was blunt and there was no os. 


This is the type referred to as a supernumerary or 
accessory uterus, and it is apparently very rare. Only 
three authentic cases have been found after a careful 


Figure 2. 
search of the literature. The most probable explana- 


tion of this anomaly is to regard it as the result of a 
dwarfing of one horn of a bicornate uterus, which 
becomes detached from the larger portion and its 
cavity entirely shut off from the main canal. It may 
then be implanted either on the uterus, into the broad 
ligament or down deeper in the pelvis. 

The three cases previously reported are those of 
Hollander, Robinson and Oliver. Hollander’s’ pa- 
tient, 33 years old, was admitted on a diagnosis of 
bilateral tubo-ovarian cyst with a history of uncon- 
trollable hemorrhage and severe pains. Abdominal 
operation revealed an accessory uterus pregnant 
about two months, which was evacuated by removal 
of the placenta and membranes with one finger in the 
vagina and fixation of the uterus from above. This 
uterus coalesced with the normal one behind it, but 
it was impossible to ascertain how complete the sepa- 
ration was below the internal os. No communication 
between the two uterine bodies could be established 
by the finger. After fixation of the parts the abdo-: 
minal cavity was closed and healing took place with- 
out further symptoms. Hollander thinks the case 
one in which there were primarily two Miiller’s 
ducts or an anomaly of a single Miiller’s duct. “It 


removed this mass along with the ovary and on sec- » 


was not,” he says, “a uterus didelphys, bicornis, or 
septus, as these conditions are due to failure of the 
Miiller’s ducts to coalesce.” 


The case of Robinson? was that of a girl 18 years 
of age, suffering from very severe pelvic pain on 
both sides, especially the right, requiring hypoder- 
matic injections of morphia every month. Incision 
of the abdomen disclosed, first, a cyst of the left ovary 
the size of a small orange; upon the right side was 
found a resisting mass, resting upon the broad liga- 
ment and more or less imbedded in it. By dividing 
the peritoneum on its upper surface the mass was 


Figure 3. 
peeled out and removed with a tube and ovary at- 


tached. It was a supernumerary uterus, as large as 
an egg and flattened on its cervical end, containing 
about an ounce and a half of very dark fluid (re- 
tained menstrual flow). The patient was up and 
about in two weeks. 

The case reported by Oliver® is similar to the one 
just reviewed, viz., an accessory uterus, distended 
with menstrual fluid, which was enucleated from the 
substance of the right broad ligament. The woman, 
34 years of age, had had two children, the youngest 
eleven months old. Physical examination detected 
in the right pelvis a mass distinct from the uterus 
and about the size of a small orange, which was 
thought to be the ovary enlarged and adherent. On 
opening the abdomen the tumor was found located in 
the substance of the right broad ligament. There 
were no adhesions and all the other pelvic structures 
were normal. The mass was shelled out of its bed 
and found to be globular in shape and about two 
inches in diameter, a closed sac which on section con- 


its 
lit 
ifi 
so 
it 

reg 
. 
0 
do’ 
Th 

uter 

tom: 
\ h 
rg 
men 

sepa 
size, 
and 
assis 
t 
utert 
metr 

since 
Th 
pose 
bones 
The 1 
of fet 

| 


' 


Vor. XXXVI. No. 5. 


RoysTER—UTERINE MALFORMATIONS. 


AMERICAN 
JournaL oF SuRGERY. 


113 


tained about one ounce of a chocolate colored fluid, 
its walls made up of muscle tissue and its cavity 
lined with mucous membrane. These findings just- 
ified Oliver in the conclusion that this was an acces- 
sory uterus. He notes the remarkable feature that 
it existed side by side with, and distinct from, a per- 
fectly formed uterus, tubes and round ligaments. 
III. My last case occurred in the person of a 
colored girl, B. T., single, aged 19 years, who had 
suffered for three years from pain in her left iliac 
region, worse on defecation and increased on exer- 
tion. The uterus was under the normal size, bound 
down posteriorly and attached to a mass on the left. 
The diagnosis was pyosalpinx. Operation on March 
I, 1919, revealed a left pus tube and a bicornate 


Figure 4. 

uterus (figures 3 and 4). I did a panhysterec- 
tomy and left salpingo-odphorectomy, leaving the 
right tube and ovary, which were normal. The speci- 
men is seen to consist of a uterus divided into two 
separate bodies with their cavities of almost equal 
size, but with a single cervix. The patient recovered 
and is in good health. 


A few days afterward, Dr. E. Clarence Judd, who 
assisted me in the above operation, removed a similar 
uterus from a woman of 25, who had persistent 
metrorrhagia and whom I had curetted about five 
years previously without remedial effect. She has 
since remained well. 


The causative factors concerned in the production 
of congenital anomalies are difficult to seek. Perhaps 
we cannot find the controlling intent or ruling pur- 
pose back of them, for we “know not the way the 
bones do grow in the womb of her that is with child.” 
The real fact in the process is that at certain stages 
of fetal life there is a failure of some single organ to 


develop or of certain paired structures to unite. In- 
teresting discussions have occurred in looking for 
the cause of anomalies in the female reproductive or- 
gans. Seven years ago Ward‘ reporting a case of 
double uterus with a fibroid in its wall, referred to 
the fact that “the etiology of malformed uteri is not 
definitely understood, but has been attributed to an 
adhesive peritonitis in early embryonic life and to a 
faulty correlation of the internal glands of the body.” 

More recently Margaret McLorinan® has made 
studies of uterine abnormalities on the basis of com- 
parative anatomy and she feels that through this 
channel, and not by clinical and pathological means, 
we shall take these human anomalies out of the realm 
of merely academic interest and thus attempt to solve 
many of the problems of disease in the female pelvis. 
The discovery in the lowest mammal, the platypus, of 
three new internal secretory glands, viz., the parathy- 
mus, the cervical sex gland, and the subscapular 
gland, proves, according to McLorinan, that the 
functional anatomy of this subject is yet in its in- 
fancy. Further, she suggests that, following the re- 
searches into the distribution of the vagus nerve to 
distant parts and the work of Keith on ‘the sino-au- 
ricular node, it is reasonable to conclude that a simi- 
lar “pace regulating system” exists in connection 
with the uterine muscle and nerve areas. She thinks 
that malformations should throw light on this ques- 
tion and that some such mechanism may operate in 
cases of ectopic pregnancies. Her belief is that “the 
regulating region is at the fundus, probably about the 
orifice of the Fallopian tube.’’ “It is interesting to 
recall,” she says, “that the anatomist, Ruysch, quoted 
by Sir Charles Bell, described a circular muscle on 
the inner surface of the uterine fundus of use in 
separating the placenta from the uterine wall.” 

The lessons to be learned from a consideration of 
this unusual subject are: (a) that we should be on 
the look-out for uterine malformations; (b) that 
they. constitute an actual clinical group; (c) that 
their management demands alert and sensible deci- 
sion; (d) that prolonged study of the embryologic 
elements of their origin may save many patients from 
taking useless antispasmodic drugs and from under- 
going some unnecessary surgical operations. 
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CONGENITAL ABSENCE OF VAGINA, AC- 
COMPANIED BY MARKED NERVOUS 


SYMPTOMS; BALDWIN’S OPERATION 
AND REMOVAL OF OVARIAN 
TISSUE.* 


THew M.D., F.A.C.S., 
Burrato, N. Y. 


Baldwin’s method of constructing an artificial va- 
gina by means of intestinal transplantation has 
proved so reliable and been followed by such com- 
plete success in the hands of various operators, that 
the mere report of its successful performance is of 
but little value. The present case, however, pre- 
sented certain features which made it, to me, of 
unusual interest. 


The patient, who at the time of my first examina-. 


tion was 22 years of age, was referred to me because 
of both the absence of the vagina and severe and re- 
peated nervous attacks. Her history in brief was as 
follows: She was a healthy infant and nothing un- 
usual was observed until the age of ten years when 
she began to have what her parents spoke of as ner- 
vous spells. She would complain of a feeling of 
fullness in her head and of pain in the back of her 
head and neck. She would be irritable and the mus- 
cles especially of her upper extremities would 
twitch. Two or three such attacks occurred during 
her tenth and eleventh years. Her fretfulness lasted 
a day or two and then she returned to normal. She 
was mentally alert, did well at school, was popular 
with her playmates and deported herself in every 
way as a healthy, normal child, except during these 
attacks, which at the age of fifteen had become per- 
iodic and appeared quite regularly every month. At 
the age of sixteen, because of the non-appearance 
of menstruation, a pelvic examination was attempted 
for the first time and the absence of the vagina dis- 
covered. An operation was performed at that time 
and an attempt made to construct a vagina from the 
perineal skin. It was a complete failure, the only 
remaining evidence of the operation at the time she 
came under my observation being a slight relaxation 
of the perineal skin which allowed it to be depressed 
by the finger one-half an inch. 

With each succeeding year the frequency of the 
nervous attacks as well as their severity increased, 


until at the age of twenty scarcely a week passed 


without one. Her attacks at that time were de- 
scribed in the following manner by her mother and 
herself. She would be aware of the onset by a feel- 
ing of congestion in her head, of dull pain in the 


*Read before Buffalo Academy of Medicine, February 2, 1921. 


pelvis, more severe in the right side, and a sensation 
of restlessness for a few hours. These symptoms 
would increase until they reached a climax mani- 
fested by muscular twitching and clonic spasms no 
longer limited to the upper extremities and lasting a 
few minutes, during which her face would become 
flushed, respirations rapid and consciousness appar- 
ently momentarily lost, to be followed by complete 
muscular relaxation and mental calm, with freedom 
from the sensation of congestion in her head, and a 
general sense of well-being. During these years 
she had gone through high school with credit and 
had assumed an office position. During the year 
previous to my examination the attacks had become 
so frequent, however, as to seriously interfere with 
her work and for the last six months she had been 
idle. She was active, and popular socially, but dur- 
ing this later time the frequency of her attacks had 
forced her to almost complete seclusion. 

While eliciting the history briefly outlined, I was 
struck by the similarity of the premonitary symp- 
toms to those so often observed in women prior to 
the onset of the menstrual flow, and the analogy be- 
tween the actual crisis of the later attacks and a 
marked orgasm. As she gave me her history she 
bore very little stress upon her anatomical defect, 
and said that her only desire was relief from the 
nervous attacks. The whole picture appeared to me 
one of excessive ovarian secretion. 

I am not aware that as yet,the presence in the 
menstrual flow of the elimination of ovarian or other 
endocrine secretions has been demonstrated, but the 
prompt disappearance of headache and congestion, 
and the feeling as though the body contained double 
the amount of blood, so often described, can, in my 
opinion, scarcely be explained by the small amount 
of blood lost at that time. 

The coincidence of the first attacks noted in this 
patient’s history with the time at which the onset of 
menstruation might have been expected, the monthly 
periodicity noted during the early years, and the 
similarity between the later frequent attacks and an 
excessive orgasm, were to me very striking points. 


Physical examination showed a well nourished 
and apparently well developed girl. She was a bru- 
nette, her breasts were well developed, nipples prom- 
inent, areolar pigmentation marked. ‘They looked 
like the breasts of a multipara. There was a heavy 
growth of axillary and pubic hair. The labia ap- 
peared normal, although the labia minora were 
somewhat hypertrophied, and the clitoris very well 
developed. Beyond the fact that the skin at the site 
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of the introitus could be invaginated about one-half 
inch, there was no evidence of a vaginal canal. Bi- 
manual rectal examination demonstrated the entire 
absence of the uterine body and cervix. An oval 
mass somewhat larger than the average ovary, and 
tender, was palpable on the right side of the pelvis, 
and a somewhat smaller one could be felt on the left. 
In all other respects the examination was negative. 

I was certain and still am, how great a part the 
knowledge of her defect played in the production of 
her symptoms. I told her and her mother that in my 
opinion her nervous condition was due to excessive 
ovarian secretion and suggested a removal of all but 
a small amount of the ovarian tissue, making no ref- 
erence whatsoever to the construction of a vagina. 
This, however, brought forth more marked evidence 
of a desire to have the anatomical defect corrected, 
so that an operation was made with both objects in 
view. 

The operation was performed according to Bald- 
win’s method, the only difference in technic from 
my previously reported case (Buffalo Medical Jour- 
nal, December, 1913) being that a lateral instead of 
an end-to-end anastomosis of the ileum was made. 
On opening the abdomen the right ovary was found 
at the pelvic brim and was fully twice the average 
size, and contained a large ruptured Graafian follicle. 
The left ovary was about the average size. The 
round ligaments, which lay along the horizontal rami 
of the pubis, terminated mesially in a thickened por- 
tion about one-half an inch in diameter and were 
separated about one inch. I removed the right ovary 
and all but a quarter of the left, folding the remain- 
ing portion under the peritoneum. The appendix 
was removed, but it showed no evidence of disease. 
Post-operative nausea was about the same as that 
observed in my previous case, lasting until the third 
day, and I believe explained in the previously sug- 
gested manner, by pull on the mesentery of the trans- 
posed gut. The patient remained in the hospital for 
two weeks, passing through a perfectly normal con- 
valescence, and was then discharged home, to report 
for examination in six weeks. She returned at that 
time, when examination showed a perfect result. I 
did not divide the septum in this case for, as in the 
previous one, it had retracted and lay somewhat to 
one side, and there seemed to be no indication for its 
division. 

The first nervous symptom she had experienced 
since her operation was a feeling of mental distress 
and apprehension on the morning of this examina- 
tion. She told me that she felt worried and was 


afraid that she was going to have one of her old at- 
tacks. She appeared nervous and asked me several 
times whether I thought I was going to find her all 
right, or if-I thought she could have grown together 
again. After my examination and the assurance that 
everything was as it should be, her nervousness dis- 
appeared and from that time, which is exactly three 
years ago, she has had no return of her previous trou- 
ble and has been living a normal, healthy life and is 
thoroughly happy. 

The relative importance of the psychic and ovarian 
elements in this case is hard to determine, but the on- 
set of the symptoms and their well-established se- 
verity long before the possibility of any psychic ele- 
ment, make me feel that the reduction of ovarian 
substance has played a very important part in the 
cure. 

575 DELAWARE AVE. 


IMPERFORATE ANUS: WITH REPORT OF 
A CASE.* 

ARCHIBALD L, McDona tp, A.B., M.D., 
Dututa, MINN. 


Imperforate anus is said to occur once in about 
5,000 new born. The condition is hopeless unless 
relieved by surgical intervention. The case here re- 
ported represents a simple favorable type of mal- 
formation. The explanations of Keith and Jones, 
based on embryology and comparative anatomy are 
extremely interesting and present an hypothesis 
which gives a clear understanding of the anatomical 
relations. 


Baby P. Family history negative except that 
mother is said to have had epilepsy. Three other 
children living and well formed. Pregnancy was 
uncomplicated and the child was born spontaneously 
at term July 13, 1919. It was a male, well nourish- 
ed, and weighed 8 lbs., 4 0z. No abnormalities were 
evident till my attention was drawn to what appeared 
to be a distended vein along the raphé of the perin- 
eum and scrotum to the under surface of the penis. 
Close examination demonstrated that the structure 
was a thin-walled canal which became superficial 
just back of the scroto-perineal junction and was dis- 
tended with dark meconium. There was no depres- 
sion or sign of an anus. An opening was made with 
scissors at the point where the canal reached the 
surface. This was followed by a copious discharge 
of meconium. The emergency opening functioned 
in a fairly satisfactory manner for about nine months 
during which period the baby gained normally and 
was quite healthy. Evacuation of the rectum became 
more difficult, even with enemas, and it was evident 
that an attempt would have to be made to provide a 
more normal anus. The baby was in excellent con- 


“Read before the St. Louis Medical Society, September 8, 1921. 
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dition to undergo a radical procedure and accordingly 
on May 18, 1920, this was undertaken, under ether 
anesthesia. ‘Lhe remnant of a mucosa-lined canal 
was removed from the under surface of the penis 
and raphé of the scrotum. The artificial opening 
was smal] and surrounded by rather firm fibrous tis- 
sue. A probe, demonstrated a large dilated rectum. 
There was nothing to indicate the site of the anus, 
but a skin incision was made in the proper location. 
By means of blunt dissection and pressure with the 
probe through the original opening, the rectum was 
brought down to the skin of the perineum and open- 
ed. it was made fast to the skin by interrupted cat- 
gut sutures and a rubber tube fastened into the new 
‘anus. An attempt was made to close the anterior 
opening in a manner similar to that of ciosing any 
fecal fistula, i. e., separation of the rectal mucosa 
from the skin and suture in separate layers. Al- 
though the new anus functioned, the anterior open- 
ing broke through in a few days. A second more 
painstaking attempt likewise failed. However, dur- 
ing the next few weeks while the new anal opening 
was functioning, the old fistula gradualiy closed ott 
and finally healed completely. At the operation it 
was impossible to demonstrate any muscular tissue 
or sphincter so we expected incontinence. The baby 
continued to gain in weight, but during the fall it 
became evident that the anus was too tight and there 
was great difficulty in moving the boweis with ene- 
mas. When the baby strained a valve-like muscular 
fold was evident on one side, so that the opening 
was, occluded. On September 18, 1920, under ether 
anesthesia, the rectum was gently but widely dilated. 
An incision was made in the skin at the anal margin 
and the mucosa was separated, exposing a muscular 
fold which was freely divided. The mucosa was 
sutured to the enlarged skin opening. Reports dur- 
ing the fall indicated that results were satisfactory. 
Late in December, 1920, the mother reported that 
the rectum seemed to be obstructed by a foreign 
body. This was confirmed by examination and un- 
der anesthesia the opening was dilated with a small 
bivalve dilator. A large plum-pit was removed, to- 
gether with several small stones which the child had 
swallowed, and a large amount of fecal material was 
washed out. Kecent reports (September, 1921,) in- 
dicate satisfactory conditions. At 10 time has there 
been loss of weight or any evidence of malnutrition. 


Similar, though more complicated cases with suc- 
cessful operation, are reported in the recent French 
literature, Broissard and Cathala; (Bull. de la Soc. 
d’Obstetrique, Paris, T.XIV, p. 100 and 367.) In 
these instances meconium could be expressed from 
the urethra. This operation consisted of free incision 
from the base of the scrotum to the coccyx. Blunt 
dissection exposed the rectal ampulla which was 
drawn to the perineal wound, opened and fastened 
with sutures. The authors state that: 1. Passage 
of meconium by urethra is a favorable sign and indi- 
cates an incomplete separation of the rectum from 
the urethra. 2. In such cases one may expect to find 


the rectal ampulla near the perineum. 3. The am. 
pulla can always be brought to the perineal surface, 
4. Atresia or obstruction of the intestinal tract at 
higher levels do not often accompany this type of 
malformation. 5. After the anal opening is estab. 
lished, communication with the urethra is lost spon. 
taneously so that special technic is unnecessary to 
close this fistula. 

The articles of Arthur Keith (“Malformations at 
the Hind End of the Body,” British Medical Journal, 
December 12, 1908), based on a study of over 100 
specimens from the London Museums; and of Fred- 
erick Wood-Jones (“The Explanation of Recto- 
urethral Anomaly,” Lancet, October 16, 1195, p. 86), 
from the standpoint of comparative anatomy furnish 
suggestive explanations for these abnormalities.* 

Keith classifies his specimens in males as follows: 
1. The rectum cpens into the prostatic urethra, 33 
cases. 2. It ends as a blind cord near the prostate, 
5 cases. 3. It ends as a sac at the site of the proc- 
todeum, 7 cases. 4. It ends as a blind cord near the 
proctodeum, 7 cases. 

The usual hypotheses are: 1. That the condition 
is the result of imperfect division of the cloaca, and, 
2, that based on embryology which regards the 
urethral crifice as the original anus opening into the 
allantois, and the lower part of the rectum to the 
perineal anus, as a post-allantoic prolongation of the 
original rectum. Both fail to give satisfactory ex- 
planation in considering the rectum in vertebrates. 
Keith traces the development and physiology of the 
cloaca, rectum and uro-genital sinus in comparative 
anatomy and embryologic development, and explains 
various types of anomaly as arrest of development 
at definite stages. 

To explain the malformations where the rectum 
ends blindly near the proctodeum, one must consider 
the changes in form and function of the cloaca in 
reptiles and mammals. The cloaca is modified for 
sexual purposes by the development of the phalus 
in the anterior wall, and the development of this 
structure causes a prolongation of the anterior part 
of the cloaca, or uro-genital sinus. It is, therefore, 
less well adapted to carry feces, and the rectal orifice 
moves back towards the perineum and reaches the 
proctodeum. The endodermal canal becomes fur- 
ther elongated along the under surface of the phalus 
to serve as a uro-genital passage, and the rectal ori- 
fice has migrated from the cloaca to reach the peri- 
neal proctodeum, or ectodermal cloaca. Examina- 
tion of speciniens demonstrates that this latter struc- 
ture furnishes the external and internal sphincters, 
and the columns of Morgangi. 
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Keith believes that the development of the human 
rectum represents a migration of the rectal opening 
from the amphibian intracloacal stage to the mam- 
malian position, rather than a division of the cloaca 
as is commonly considered. Malformations com- 
monly described represent arrested migration of the 
rectum from its opening into the cloaca to its final 
position in communication with the perineal proc- 
todeum. 

In the case here described) the rectum had reach- 
ed the perineum but, instead of opening at the usual 
site, was carried forward along the raphé of the 
scrotum to the under surface of the penis and re- 
mained closed. From the standpcint of treatment, 
this type of malformation is comparatively simple. 
Frederick Wood-Jones (Lancet, October 16, 1915.) 
offers an interesting and satisfactory explanation of 
this anomaly by tracing the embryvlogic development 
of the external genital fold and proctodeum in com- 
parison with the relations found in lower forms, such 
as the tortoise. The proctodeum develops in the 
hind end of the human embryo over the terminal por- 
tion of the endodermal visceral canals from which 
it is separated by the cloacal membrane. The organ 
of copulation develops as bilateral thickenings of 
the ventral cloacal membrane in a manner which ex- 
plains many malformations. The author notes that 
this embryonic stage of the human development finds 
a parallel in the adult form of certain imbricated rep- 
tiles, tortoises and turtles. In the giant tortoise, the 
copulatory organ is composed of bilateral erectile 
thickenings of the ventral cloacal wall the “seminal 
guides” which contain the corpora spongiosa. Be- 
tween these is the “seminal groove” which in func- 
tional activity is converted into a closed canal by the 
apposition of the seminal guides. The seminal groove 
extends from the base of the glans to the opening of 
the uro-genital sinus. The seminal guides extend 
from the glans past the uro-genital sinus and sur- 
round the anal opening. These are also known as 
the “plica recto-urethralis” or in human anatomy as 
the “inner genital folds.” In the human male clo- 
sure of these folds is permanent, forming the cor- 
pora cavernosa of the penis, while in the female the 
folds remain more rudimentary as the labia minora. 
In the human embryo the seminal guides are com- 
posed of ‘two elements: (a) a mass of cavernous 
erectile tissue represented by the whole of the corpus 
spongiosum, extending backwards to the: bulb and 
the anterior margin of the terminal part of the rec- 
tum; (b) a free margin of skin, represented by 
the “raphé,” which is of particular interest. In the 
human male, the free edges of the seminal guides 
pass from the base of the glans at the site of the 


frenum to the anal margin as the raphé of the scro- 
tum and perineum. In the human female, the erec- 
tile masses are rudimentary and variable, forming 
the bulbs of the vestibule. The free edges form thé 
labia minora, and rarely extend backwards to meet 
behind the vagina, and never to the rectum. There 
is nothing corresponding to the raphé, or remains of 
the inner genital folds. In the male there is definite 
ridge extending from within the anus, where it is 
evident as a papilla, passing forwards as the raphé. 
Normally in the male the seminal guides meet and 
fuse, the erectile portions surrounding the urethra 
or seminal canal, and the coalesced free edges form- 
ing the median raphé. In such anomalies the folds 
are well developed and the fusion involves not only 
the anterior portion, but also the posterior part en- 
closing the anal opening. This is then surrounded 
and the anal orifice is carried forward under the 
raphé to its termination at or near the frenum. Fis- 
tulous openings may occur anywhere along the raphé. 


*The articles of Keith and Jones are here quoted at con- ' 
siderable length. Keith’s classification includes similar 
anomalies in the female, but these are not included in this 
paper. 


MYOMA OF THE FALLOPIAN TUBE: A 
CASE REPORT. 
CuHarLes W. Hissitt, A.B., M.D., F.A.C.S., 


Ky. 


Anatomico-pathologic curiosities always possess 
sufficient interest to warrant detail record, and the 
case herein reported belongs in that category. The 
specimen removed at the operation microscopically 
resembled an accessory uterus, in fact it was so re- 
garded prior to histologic examination, which was 
made by Dr. Stuart Graves, of the University of 


Louisville, pathological department, and whose re- 


port is incorporated herein. 

At the time of operation the fact was recognized . 
that an accessory uterus, without cervix or vaginal . 
connection, occupying the situation in which this was 
found, the normal oviduct apparently traversing its 
center and continuing toward the ovary, was an abso- 
lutely unknown or at least undescribed anomaly. 
Modern gynecologic records disclosed no reference 
to such a case, and search of available ancient litera- 
ture developed the following meager and imperfect 
report. “Purcell, in 1773, opened the body of a 
woman who died in the ninth month of pregnancy. 
On the right side he found a uterus of ordinary size 
and conformation for that period of gestation con- 
taining a full-grown fetus, but only one ovary at- 
tached to a single Fallopian tube. On the left side 
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he found a second uterus, unimpregnated and of 
usual size, to which another tube and ovary were 
attached. These uteri were separate and distinct.” 
The abstract from which this excerpt was obtained 
contains no additional information, but it is pre- 
sumed that both uteri communicated with the vagina 
through separate cervices. In the case herein cited 
there was but one cervix and both oviducts entered 
the normal uterus, the left at a much lower level 
than the right. 

Myomata of the Fallopian tubes must be about as 
- rare as primary accessory uteri, judging from the 
paucity of the literature on the subject. A few cases 
have been recorded by Taylor and Bland Sutton, but 
no further references can be located. 

C. S., negress, aged thirty-four years; married; 
waitress. According to the history, menstruation 
began at the age of 13; had always been regular and 
practically painless; duration 5 to 6 days. She had 
given birth to 3 children, labors normal; one mis- 
carriage at three months; denied venereal disease. 
Patient admitted to the hospital complaining of pain 
and swelling about anterior vaginal wall; also pain 
in both ovarian regions. 

She was a well-developed and fairly well-nourish- 
ed woman. Head, neck, eyes, nose, chest and ex- 
ternal abdomen negative. Laceration of perineum 
and cervix. There was some cervical discharge, and 
enlargement of Skene’s ducts, the latter probably 
being due to occlusion. Uterus in normal position, 
not enlarged, movable; some tenderness in right 
ovarian region. On the left side a small, hard, 
rounded, slightly movable mass was felt near, but 
distinctly separate, from the uterus. Diagnosis: 
chronic salpingitis with involvement of ovaries in in- 
flammatory exudate. 

Operation: The perineal and cervical lacerations 
were first properly repaired. Celiotomy: right ovi- 
duct adherent to ovary, the latter being embedded in 
a mass of inflammatory adhesions; both were re- 
moved. On the left side it was noted that the ovi- 
duct entered the uterine body at a point much lower 
than normal, and about one and a half inches out- 
_ ward was a small, hard, oval mass which looked not 
unlike another uterus. The round ligament and ovi- 
duct were attached to the mass both distally and 
proximally, thus increasing the resemblance to a nor- 
mal uterus. A good-sized artery entered the lower 
portion of the tumor. The fimbriated extremity of 
the tube was adherent to the ovary. Both the tube 
and tumor were removed, but the ovary was left in 
the abdomen. 

After removal of the mass it was found that a 
probe could be passed entirely through it, showing 
that the tumor had formed around the patulous ovi- 
duct. Naturally the question arose whether we were 
dealing with an accessory uterus or a tumor involv- 
ing the Fallopian tube. I was at first inclined to 
the former view, but the report of Dr. Graves indi- 


cates that the tumor must be classed as “a local tissue 
abnormality.” The pathological report shows: “the 
microscopical diagnosis of apparently local tissue 
abnormality resembling uterine structure, must not 
be interpreted as meaning that the mass is an abnor. 
mal accessory uterus.” 

The specimen obviously has no cervical structure 
and no direct connection with the vagina. These 
omissions, if the embryological development of the 
vagina, uterus and oviducts is considered, would in. 
dicate that this abnormality could hardly be consider. 
ed a uterine structure. On the other hand, if it is 
remembered that the vagina and uterus are formed 
by the fusion of the posterior portions of the Mil. 
lerian ducts, and that the anterior portion of the same 
ducts persist in the female as the oviducts, it can 
readily be understood that the abnormality under 
discussion could possibly arise in the anterior por- 
tion of one of the Miillerian ducts. 

Grossly the specimen consists mostly of tissue 
whose cut surface suggests smooth muscle. Through 
it is a canal which is continuous with the canal of the 
distal and proximal portions of the oviduct. Mi- 
croscopically the lining of this canal does not show 
the reduplicating folds covered with columnar epith- 
elium which the normal oviduct presents. There are 
glandular structures which look more like the glands 
of the uterine mucosa, while out in the wall of the 
mass and separated from the lining epithelium by 
considerable tissue, are scattered simple glands lined 
with columnar epithelium, such as are occasionally 
found in the wall of the normal uterus or in the mus- 
cularis of an oviduct. 

Altogether it seems likely that the ities is a 
local tissue abnormality, consisting of a local de- 
velopment of smooth muscle chiefly, the lumen being 
lined with epithelium arranged more like that of the 
endometrium than like that of the oviduct. 

If this mass were an encapsulated growth in one 
side of the wall of the oviduct, it might be considered 
a leiomyoma, or a so-called adenomyoma. (Stuart 
Graves). 

The diagnosis of tubal neoplasms is usually not 
made until the abdomen is opened, since clinically 
they present no distinguishing characteristics; and 
when detected on examination they are usually mis 
taken for growths arising from those structures in 
which tumors most frequently develop, viz., the 
uterus, ovary and broad ligament. 


If a thrombosing pile is opened before the clotting 
is complete, it is very apt to fill up again and may 
even become edematous and inflamed. 
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THE DIAGNOSIS OF MALARIA SIMULAT- 
ING ACUTE SURGICAL ABDOMINAL 
DISEASE. 


The experienced physician knows that there are 
various “medical” disorders that may closely mimic, 
symptomatically, an acute abdominal affection,—for 
example, pneumonia, the crises of tabes dorsalis, 
cyclic vomiting (acidosis) in children, the onset of 
an exanthem (especially measles), the “abdominal an- 
gina” of arterial disease. It seems worth while to 
say again that it is not so generally known that ma- 
laria, too, may symptomatically simulate an acute 
surgical abdominal lesion, especially appendicitis, 
cholecystitis and cholangitis (the latter suggested by 
the jaundice that is not rare in malaria). | 


The occasional occurrence of these abdominal man- 
ifestations in malaria is but little recognized in text- 
books and monographs. Thus, abdominal pain as a 
symptom is not mentioned in “Traité du Paludisme” 
by Laveran himself or in the “Practice of Medicine” 
by Osler, in whose clinic also extensive original 
studies of malaria had been made. In Thayer’s 
“Lectures on the Malarial Fevers” considerable space 
is devoted to differential diagnosis, but no abdominal 
affection is there included—except typhoid fever. 
In the standard works on appendicitis by Deaver and 


by Kelly, one may look in vain through the long sec- 
tions on diagnosis for any reference to malaria. 
However, the simulation of appendicitis by ma- 
laria is not unknown to our literature. In Craig’s 
excellent work on “The Malarial Fevers” occurs the 


- following: “Pain over the stomach and abdomen is 


not infrequently met with and has been the cause of 
many mistaken diagnoses. I have repeatedly seen 
cases of malaria with severe pain in the region of the 
appendix diagnosed as appendicitis, and in more than 
one instance the microscope saved the patient an 
operation. In some cases there is general pain over 
the abdomen simulating very closely that of general 
peritonitis. I have observed instances in which the 
abdominal pain was agonizing in character, and con- 
trolled only by large doses of morphine.” Twenty 
years ago Henry Wolf, of New York, to whom 
especial credit belongs for calling attention to the 
possible confusion of these two affections, recorded? 
a case of malaria simulating appendicitis, and a case 
of malaria coexisting with appendicitis, as proved 
operatively and hematologically. From time to time 
other cases have been reported. Thus Graham Hen- 
son’, of Florida, briefly described a case of malaria 
in which the seizures were marked by all the symp- 
tons and signs of appendicitis, including muscle 
rigidity; and we have elsewhere reported* three 
cases. One occasionally hears, too, of an unrecorded 
case in which an innocent appendix has been hastily 
removed and the surgeon has been embarrassed a 
day or two later by the occurrence of a chill and 
the finding of plasmodia. 


The treatment as an acute surgical lesion, partic- 
ularly appendicitis, of a malarial seizure marked by 
localized abdominal symptoms is the opposite mis- 
take to that more often made, of jumping to 
the diagnosis of malaria in cases of surgical infec- 
tion marked by chill and sudden pyrexia (which must 
find its only support in the well-established observa- 
tion that surgical operations and the puerperal state 
do, indeed, occasionally light into activity a latent 
paludism. ) 

What, then, are the differentiating features by 
which we may recognize the occasional instances of 
malaria simulating acute surgical abdominal lesions? 

Abdominal pain may occur in malaria; it may be 
localized, especially in the right iliac region; there 
may be distinctly localized tenderness ; and Henson’s 
case indicates that there may even be rigidity. Pain 
in the back is very common in paludal seizures ; it is 
also common in gall-stone attacks; it is not common 
in appendicitis, but pain in the right lumbar region 
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often accompanies appendicitis of the retrocecal 
variety. 

Meltzer’s sign, when present, is helpful in diag- 
nosing appendicitis; but, of course, one must deter- 
mine that it is not also on the left side. Perhaps, too, 


it may be found in some of these malarial cases with . 


right iliac signs. 

Vomiting is often a pronounced feature of the ma- 
larial attack, as it is in appendicitis and other abdo- 
minal diseases. 

The fever may, indeed, direct attention to the 
possibility of malaria. But in the latter the tem- 
perature rise may be moderate throughout, or at the 
time of observation. On the other hand, a tempera- 
ture of 104° or even 105° may be seen in empyema 
or gangrene of the gall-bladder—which, however, 
usually give fairly definite signs,—or in cholangitis. 
with which there is more or less jaundice (which 
latter may also occur in remittent fever.) Very 
high fever is uncommon in appendicitis, but a tem- 
perature of 103° may mark an empyema of the ap- 
pendix; while a temperature of 104° may be found 
with appendiceal abscess or purulent peritonitis, the 
physical signs of which (mass, abdominal contour, 
or peculiar character of the rigidity) are usually 
fairly distinctive. A still higher temperature may 
exist in appendicitis when there is mesenteric or por- 
tal vein thrombosis. 

_A chill, too, is suggestive of a possible malaria. 
But in that disease the chill may be absent or slight, 
throughout or at the time of examination. A pro- 
nounced chill is not at all uncommon, on the other 
hand, in gall-bladder or gall-duct suppuration; a 
moderate chill is not rare in appendicitis, and there 
may be a distinct chill in beginning peritonitis, in 
appendiceal empyema or, especially, in invasion of 
the mesenteric veins. 

An enlargement of the spleen is suggestive of ma- 
laria; but it may be absent, or due to an old malaria, 
a recent typhoid or other cause. 

If the generally accepted teaching were entirely 
correct, the blood count could be depended upon to 
establish at once a differential diagnosis, since a 
leukocytosis is usually supposed to exclude malaria. 
Thus Thayer says “The presence of an appreciable 
leukocytosis is strong evidence against the existence 
of an uncomplicated malarial fever.” That this can- 
not be relied upon is demonstrated by at least two of 
the recorded cases, which showed a leukocytosis of 
20,000 and 18,000, respectively. Here, again, we 
find illuminating information in Craig’s work: “In 
acute malarial infection the leukocytes are reduced 
in number, both absolutely and relatively to the red 


blood cells. Thus the malarial fevers . . . are 
characterized, as a rule, by a marked leukopenia, only 
the pernicious forms showing a leukocytosis. Dur- 
ing the first hours of an acute attack of any of the 
forms of malaria there may be a more or less marked 
leukocytosis, sometimes only visible during the first 
fifteen or twenty minutes, at others still demon- 
strable until the decline of the fever. Generally the 
leukocytosis is only observable for a short time at 
the onset of the paroxysm, soon giving place to the 
characteristic leukopenia.” The blood count, then, 
is helpful but not diagnostic, since a leukocytosis 
may be absent in appendicitis and present in malaria. 

The finding of plasmodia is, of course, diagnostic 
of malaria: but they may be apparently absent at the 
time of observation: and, too, as in Wolf’s case, ma- 
laria and appendicitis may coexist. 

If, then, we exclude the finding of plasmodia— 
which, indeed, one is not apt to discover unless other 
signs or symptoms suggest a patient search for them 
—there is not a single differentiating feature that 
can here replace the clinical sense, the “sizing-up” of 
a case in the light of experience; or, to be somewhat 
more snecific, the study of the facial expression and 
the “abdominal expression,” and the balancing of 
physical signs with subjective symptoms and the 
anamnestic data. 

1. Wolf—Medical Record, July 11, 1902. 


2. Henson—Journal of the A. M. A., June 3, I9It. 
of Diagnosis, ‘April, 1913. 


A POSSIBLE CAUSE OF CHRONIC 
ARTHRITIS. 


In various publications Leonard Ely, of Stanford 
University, has divided the chronic arthritides into 
two great types. The first includes the frank infec- 
tions—tuberculosis, syphilis, typhoid, pneumococcus, 
coccidiodal granuloma ; diplostreptococcic arthritis, 
rheumatoid arthritis. 

The second type is variously known as arthritis 
deformans, degenerative, hypertrophic, osteo-, meta- 
bolic, senile arthritis, etc. Its primary lesion is a 
necrosis in the bone marrow in the immediate vicin- 
ity of the joint, as a result of which new bone is laid 
down,—the familiar lipping. No bacteria have thus 
far been recovered from type 2, which, in Ely’s 
opinion, is associated with tooth socket infections. 
He has been searching for an organism that, by 
choking the blood supply, might cause the character- 
istic marrow necrosis. In the California State Jour- 
nal of Medicine, February, 1922, he and co-workers 
report the finding in a single specimen of “a pure 
infection of amobae [dystenteriae] about the char- 
acteristic lesions in the bone.’’ 

It would be most unwise to draw conclusions from 


an isolated observation admitting such possibilities of 


errors; but it deserves an effort to support or dis- 
prove the suggested relationship. 
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Human Actinomycosis, with Special Reference to 
Source and Mode of Infection. W. W. Mattson, 
Tacoma, Wash. Surgery, Gynecology and Obstetrics, 
April, 1922. 

Mattson discusses the origin and mode of infection in 
actinomycosis and the biological characteristics of the actin- 
omyces, based largely on Wright’s important study, and he 
thus summarizes his conclusions: 

1. There is but one true species of microorganism capa- 


ble of producing actinomycosis in man and lower animals | 


and this is the one isolated by Wolff and Israel and later 
more fully described by Wright. 

2. There is no convincing clinical evidence supporting the 
theory that this organism is a normal inhabitant of the oral 
cavity and gastrointestinal tract of man. 

3. There is much clinical and biological evidence that 
this microorganism has its source outside of the human 
body and is capable of a dual existence: first as a sapro- 
phyte in old sod soil from which it gains access to grains 
and grasses and through this medium or intermediary host 
it becomes capable of infecting man and lower animals. 

4. In order for infection to take place two things are 
necessary: first, an abrasion of the tissues; second, the 
fungus must in some way be brought directly in contact 
with this abrasion. 

5. Animal-to-man infection is far more common than we 
have been led to believe it was by earlier investigators. 

6. Human actinomycosis is not a rare disease, but a dis- 
ease which is often overlooked or incorrectly diagnosed. 

7. Every inflammatory swelling of chronic or subacute 
nature with persistent and recurring sinus formation should 
be carefully investigated for this disease. 

8. A negative smear, on first examination, does not rule 
out infection as the fungus, in the presence of mixed in- 
fection, is often very difficult to find. 

9. The disease should always be kept in mind in every 
case of atypical pulmonary tuberculosis and should be looked 
for in individuals suffering with chronic purulent bronchitis 
or bronchiectasis. 

10. Early treatment of superficial lesions is highly suc- 
cessful. Internal infections are extremely fatal and hopeless. 


Actinomycosis of the Tongue. Gorpon B. New and 
Frep A. Fic1, Rochester, N. Y. American Journal of 
the Medical Sciences, April, 1922. 

Actinomycosis rarely occurs primarily in the tongue. It 
may occur in this location by metastasis or by direct exten- 
sion from involved contiguous structures. Illich, in 1892, 
found only 15 in 569 cases in which the growth originated 
in the tongue. Ruhrah, in 1899, collected 1094 cases of 
actinomycosis from the literature. Krymow, ten years 
later, was able to find only 27 cases in which the tongue 
was primarily involved. Von Baracz reported 3 of this type 
in a series of 52 cases of infections in the head and neck. 
Schlange reports only 1 such case in a total of 60 general 
infections, 

Bostroem, who studied serial sections of primary actino- 
mycotic tongues of cattle, was able to demonstrate foreign 
bodies in nearly all recent cases. The presence of such 
foreign bodies has also been shown in the primary lingual 
nodules in man by Fischer, Jurinka, von Baracz, Harms, and 
Kockel. It is readily understood how these spore-bearing 
particles when thrust through the mucous membrane of the 
tongue can find a favorable medium in which the anaérobic 
fungus may proliferate. That foreign bodies are not the 
only source of infection is quite evident, however, since 
the fungus has been demonstrated in a number of instances 
in the cavities of carious teeth in healthy persons, and trau- 
ma to the organ by such teeth with subsequent infection is 
highly probable. 

In reviewing the literature the authors found records of 
35 cases of primary actinomycosis of the tongue; they add 
3 cases. The disease occurs in adults; only 1 case has 


reported in a patient under twenty, a man of eighteen. 

The diagnosis must be based on the clinical picture and 
confirmed by microscopical examination. Aspiration of the 
contents of the suppurating nodule is usually unsatisfactory ; 
it is best to excise the entire nodule for diagnosis. Often 
only a few of the characteristic granules necessary for a 
positive diagnosis may be present within the nodule, Gross- 
ly the lesion must be distinguished from tertiary syphilis, 
tuberculosis, epithelioma, inflammatory cyst, and fibroma. 

A small isolated nodule, varying in size from 0.6 cm. to 
3 cm., and enclosed in a fibrous capsule, will usually be 
found near the dorsum unless the entire thickness of the 
tongue is involved. The nodule often becomes infected 
secondarily with the formation of a small encapsulated ab- 
scess. This may rupture spontaneously or in rare instances 
a diffuse lingual abscess may form. The overlying mucous 
membrane varies in appearance with the stage of the process 
and consequently may be normal, yellowish or elevated and 
tense, as though covering a superficial cyst or a small ab- 
scess about to rupture. It rarely ulcerates, e usual 
picture of a diffuse, indefinitely outlined induration with 
multiple sinuses, which depend on the ramifying granula- 
tion tissue tracts extending into the adjacent normal tissue, 
is rarely seen in the tongue; it was seen in only 1 case in 
the series. Most observers agree that no suppurative pro- 
cess is characteristic of actinomycosis and that suppuration 
is always the result of secondary infection usually due to 
the staphylococcus. 

The condition is treated medically and surgically. Arsenic 
has been used and believed to be of some therapeutic value, 
but its action is probably due to its systemic effect. Injec- 
tions into the tongue of various antiseptics and germicides, 
such as bichlorid of mercury, tincture of iodin, and zinc 
chlorid, have been made with definite improvement, but such 
methods seem hazardous. The nodules have been known 
to disappear by the use of large doses of potassium iodid 
internally. Poncet and Berard, however, concluded that 
incision or spontaneous rupture of the abscess in conjunc- 
tion with the potassium iodid internally produced much more 
rapid and satisfactory results. Surgical treatment alone, 
or combined with the medical treatment, seems to be the 
rational procedure, Wide excision with primary suture of 
the wound is the .reatment of choice if a discrete, isolated 
nodule is present. If the abscess is too large for excision, 
drainage with or without curettement is advisable. Daily 
swabbing of the wound with tincture of iodin, packing 
with iodoform gauze, the administration of large doses of 
potassium iodid, and the use of radium are unquestionably 
of distinct benefit. 


Tularemia (Francis 1921): A New Disease of Man. 
Epwarp Francis, Washington, D. C. Journal of the 
A. M. A., April 8, 1922. 

Tularemia is a specific infectious disease due to Bacterium 
tularense, and is transmitted from rodents to man by the 
bite of an infected blood-sucking insect or by the handling 
or dissection of infected rodents by market men or labora- 
tory workers. As observed in Utah in the months of June, 
July and August, the disease is initiated by the bite of an 
insect, probably the blood-sucking fly Chrysops discalis, 
which previously has bitten a jack rabbit infected with Bac- 
terium tularense. Following the fly bite on some exposed 
surface.of the body (neck, face, hands, or legs), the onset 
occurs within forty-eight hours, with fever and pain in 
the region of the lymph glands which drain the bitten area; 
the patient is — and goes to bed; the lymph glands 
which drain the bitten area become tender, inflamed and 
swollen, and commonly suppurate, requiring incision. The 
fever is of a septic type, lasting from three to six weeks, 
and convalescence is slow. The chief interest in tularemia 
as a disease of man arises from the disability which accom- 
panies the illness. Moreover, it is sometimes fatal. Tulare- 
mia is a disease of the rural population, particularly attack- 
ing persons who work in the fields, men, women or children. 
Human cases occur in Utah during the seasonal prevalence 
of the fly (Chrysops discalis) in a community where jack 
rabbits are dying from an epizootic of a plague-like disease 
of rodents, due to Bacterium tularense. The reservoir of in- 
fection is in the sick and dying jack rabbits. The occurrence 
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of human cases in nature in Utah has probably taken place 
every year tor at least fifteen years. Two human cases have 
been reported from Cincinnati, probably contracted by 
handling infected rabbits. Six infections have recently oc- 
curred in men who handled or dissected infected guinea-pigs 
and rabbits in laboratory investigations of the disease. The 
proved presence of Bacterium tularense in the blood of ro- 
dents and in the blood of two human cases is so striking as 
to suggest the name tularemia for the disease. Already six 
insects have been proved by various workers to be capable 
of transmitting this infection. The causative organism is 
described by Francis, and a summary is given of seven 
cases of tularemia which he investigated clinically and cul- 
turally in Utah, one in 1919 and six in 1920. The first re- 
ported cases of tularemia were described by R. A. Pearse of 
Brigham City, Utah, in 1910. The first reference to a labora- 
tory case of this infection was probably made by McCoy 
and Chapin, who discovered B. tularense in 1912 as the cause 
of a plague-like disease of rodents in the California ground 
squirrels., Known foci of this infection in rodents have been 
reported from California, Utah and Indiana. The ready 
susceptibility of man to this infection in nature and in the 
laboratory, its wide prevalence in nature in a number of ro- 
dents, and the growing number of biood-sucking insects 
found capable of conveying the infection should combine 
to put the medical profession on the watch for cases of this 
new disease of man. 


Radiohumeral Bursitis, Epicondylitis, Epicondylalgia 
(Tennis Elbow). Rorert B. Oscoop, Boston, Mass. 
Archives of Surgery, March, 1922, 

Tennis elbow, epicondylitis, or epicondylalgia presents a 
fairly typical syndrome, occurring in connection with cer- 
tain sports, most commonly with tennis, and in various oc- 
cupations and in lead poisoning. The right arm is more 
commonly affected than the left, This condition occurs 
more often in men than in women, but it is typical in both 
sexes. 

It seems to be most frequently caused by strenuous or 
repeated extension of the arm in a flexed position, meeting 
a sudden opposition to further extension, as in a backhand 
stroke in tennis, fencing or in boxing, or by striking blows 
with a hammer with the arm in a cramped position, by the 
punching and lasting of a shoemaker, by the slinging of 
mortar by the mason. It is possible that an infection ur 
toxin may be the etiologic factor in certain cases. 

The essential pathology is believed to be an inflammatory 
reaction in a commonly existing bursa, varying in size, and 
located beneath the conjoined tendon of the extensor muscles 
between this tendon and the tip of the epicondyle, the origin 
of the supinator radii brevis muscle, and the radiohumeral 
joint. Somewhat similar symptoms occasionally referred 
to the mesial condylar region may be explained by similar 
areolar tissue reactions beneath the common tendon of the 
flexor muscles. No constant bursa has been found in this 
region but adventitious ones may well occur. 

Heretofore, the only method of treatment which has been 
generally successful has been complete immobilization for 
six weeks. Untreated, the discomfort may persist indefi- 
nitely ; but it is usually self-limited, recovering in from three 
months to a year. The operation of splitting the conjoined 
tendon, opening the bursa, evacuating the* contents, and 
curetting its walls is not likely to do harm; and in two 
cases it has been followed by a rapid subsidence of symp- 
toms and free use of the arm. 


Deltoid Paralysis and Arthrodesis of the Shoulder 
Joint. Gerorce F. Straus, Honolulu, Hawaii. Sur- 
gery, Gynecology and Obstetrics, April, 1922. 

Three methods are used in the treatment of this condition: 
the preventive, by means of electricity, gymnastics and mas- 
sage; the palliative, or the use of orthopedic appliances; 
and the curative or surgical procedure. 

The first two methods when applied to recent or partial 
paralysis, often may be used with more or less success, but 
the chronic cases must be subjected to surgical procedures. 

Straub, in discussing these procedures, states that nerve 
grafting and muscle transplantation are unsatisfactory 
methods with uncertain results; that arthrodesis, a substitu- 


tion of the muscles of the shoulder girdle as a whole, after 
union of the humerus and scapula, is a simpler operation 
with more positive results, 

To gain an excellent and permanent result, avoid fibrous 
union. Fibrous ankylosis interferes considerably with the 
endurance of function and fibrously ankylosed joints are 
more liable to subsequent contracture. More in the shoulder 
joint than in any other, only a sufficient bony fusion will 
meet the ideal purpose of the operation, which is to transfer 
motion, abduction, flexion, extension, and rotation from the 
muscles of the shoulder girdle through the scapula to arm 
and hand, a task involving considerable raising, twisting and 
side strain. 

The essentials of a good technic are large access to the 
joint and firm fixation in the proper position. The paralyzed 
deltoid does not need to be considered. Generally it appears 
as a thin platysma-like, degenerated structure. The circum- 
flex nerve also does not require consideration. 

The main points of the operation described are: first, 
thorough removal of the synovialis; second, the most 
radical removal of all cartilage down to the spongiosa; 
third, the strict avoidance of all foreign non-absorbable fixa- 
tion and suture material; fourth, the use of the upper part 
of the biceps tendon for a fixation purpose. The point of 
origin of the biceps tendon is transferred onto the upper end 
of the humerus and the supra-articular portion of it used 
for the strengthening of the superior circumference of the 
arthrodesis, where the strain is greatest, thus securing the 
ideal of the operation, bony union. 

The technic of the author’s method of arthrodesis, with 
combined tenodesis of the biceps, is described in detail, 


Slipping Rib. R. Davies-Cottey, London, Eng. British 
Medical Journal, March 18, 1922. 

Davies-Colley reports two cases of what he calls “slipping 
rib.” A single woman, aged 42, employed as a domestic serv- 
ant, was admitted for right-sided subcostal pain. This had 
first troubled her four years before, when she fell and 
bruised her side, and from that time it had been present 
more or less constantly, being most severe when she walked 
much or attempted to do heavy work. Recently any effort 
to use her right arm had brought on such severe pain that 
she was unable to work at all, and she said that when she 
lifted anything heavy one of her ribs seemed to jump out 
of place, and that frequently a painful swelling appeared 
at the lower margin of the ribs. 

It was obvious on palpation that the tip of the tenth rib 
cartilage could be freely moved upwards in front of the 
ninth, and that this movement produced the pain of which 
she had for so long been complaining. Removal of the ter- 
minal three inches of the rib cartilage effected a complete 
cure. 

A girl, aged 17, complained of sudden acute pain in the 
left side whenever she bent forward or attempted to lift 
anything heavy. She stated that one of her ribs had been 
“out of place” for some months, and on examination it was 
clear that the tip of the tenth left costal cartilage slipped 
over the lower border of the ninth rib and jutted forward 
beneath the skin when she flexed her body, This slipping 
movement of the rib was accompanied by an acute twinge 
of pain, which left a dull ache under the rib margin for 
several minutes after the rib had fallen back into place. 
In this case, too, removal of the terminal portion of the car- 
tilage was followed by complete relief of the symptoms. 

These two patients were quite incapacitated by the ex- 
cruciating pain which followed any attempts to do manual 
work. The pain is described as of a sharp, stabbing nature, 
giving place after a few moments to a dull ache, which lasts 
for a considerable time, and may, indeed, persist throughout 
the day, only disappearing after the night’s rest. In its posi- 
tion at the costal margin it resembles that due to so many 
deeper lesions, both of the abdomen and the thorax, that it 
is quite likely that many cases occur in which such an ap- 
parently unimportant cause as a movable rib cartilage is 
unsuspected and the diagnosis is missed. 

The treatment is simple and consists in resection of the 
loose terminal portion of the rib cartilage. 
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Ankylosis of the Jaw. R. H, Girpatricx, Boston, Mass. 


Boston Medical and Surgical Journal, March 23, 1922. 
Gilpatrick reports an operation for ankylosis of the jaw 
successfully performed on a boy of 15 years with the fol- 
lowing history: Scarlet fever at the age of one year, com- 
plicated by infection of both mastoids—a series of opera- 
tions at intervals during the first eight years, the last a 
radical mastoid operation, followed by an almost complete 
ankylosis of the mandible. The right side was completely 
fixed, the inferior maxilla markedly undeveloped, and the 
angles of the infantile type. For six years there had been 
complete ankylosis and considerable impairment of hearing 
on both sides. X-rays of the temporo-mandibular joints 
showed a bony union on the right side and a fibrous anky- 
losis on the left. 

An incision one and a half inches in length was made 
in front of the right ear from a point one-half inch below 
the zygoma upward and just sufficiently forward to avoid 
the temporal artery and auriculo-temporal nerve. All further 
dissection was carried out, so tar as possible, with the idea 
of elevating the parotid and continuing the work beneath 
it, It was soon demonstrated that the hypertrophic process 
was much more extensive than had been realized. The 
whole space beneath the zygoma and extending forward to 
completely envelop the coronoid process was filled with firm, 
new bone. The temporo-mandibular articulation was sur- 
rounded by a dense mass of bone. A second short incision 
over the anterior extremity of the zygoma, through which 
the zygoma could be there divided with the motor saw, made 
it possible to elevate it and secure added space. The mass 
of new bone was gradually reamed and burred out, the 
condyle of the jaw amputated and the space freed, but still 
the jaw was as firmly fixed as ever. It became evident that 
the temporal muscle must be sacrificed, and the coronoid 
process was therefore removed, leaving the lower jaw with- 
out support by either temporal or masseter. When this 
was thoroughly done, it was discovered that the mouth 
could be opened. A tonsil gag of the common type was 
easily inserted and the jaw forced to extreme depression. 
This demonstrated that the left side was uninvolved and 
required no treatment. The space above the stump of the 
condyle of the inferior maxilla and between it and the 
floor of what had once been the glenoid was further enlarged 
and the pterygoids, thus brought clearly into view, were 
seen to be apparently normal, 

The next step was the preparation of a flap of fat and 
fascia for the new articulation. This was secured from 
beneath the skin anteriorly to the original incision, and 
having as wide a base as possible and the base downward 
with the belief that by so cutting a better blood supply 
could be expected. A flap of quite sufficient proportions 
was thus freed, carried into the cavity over the stump of 
the condyle and sutured to the pterygoid muscle with fine 
plain gut. Movement of the jaw was now quite free, so 
the wounds were closed with a small tissue drain in one. 
The middle section of the zygoma had been completely 
freed and was removed. Ten days after operation the pa- 
tient was able to chew and to speak distinctly. 


Treatment of Focal Infection of the Throat by X-Ray 
Compared with Surgical Removal of Tonsils and 
Adenoids. W. D. WitHeErBEE, New York, N. Y, New 
York Medical Journal, March, 1922. 

The x-ray treatment for chronic focal infection of the 
throat, namely, tonsils and adenoids, more thoroughly and 
completely removes this focal infection than any other 
method yet devised, the contraindications for operation in 
no way interfering with this procedure. 

This method is based upon the following principle: Both 
lymphatic and embryonic tissues are more easily destroyed 

the x-ray than any other living cell. The tonsil consists 
mainly of lymph tissue. The small fibroid tonsil so com- 
monly associated with rheumatism contains lymph follicles, 
the greater part of which is embryonic tissue as evidenced 

the mitotic figures. The embryonic tissue in the follicles 
of the large lymph tonsil is considerably less than is found 
in the fibroid tonsil. The remainder of the tissue in these 


follicles consists of mature lymphocytes. Therefore it is 
possible to use very smail doses of x-ray to promote the 
absorption of the lymphatic element of the tonsil which 
will in no way interfere with any of the surrounding and 
adjacent cells or glands. 

From the viewpoint of infection the shrinkage of the ton- 
sil and lymph tissue of the lateral and posterior walls of 
the throat by #-ray will produce a drainage and relieve the 
distortion of the crypts throughout the entire mucous mem- 
brane which is impossible by any known operative proced- 
ure. Out of 36 cases in which specimens from the crypts 
were taken 32 showed an absence of hemolytic strepto- 
coccus and hemolytic staphylococcus. 

The x-ray method as compared with surgical removal of 
tonsils and adenoids is free from serious complications. 
The technic is described. 


The Pathology of Lung Suppuration. Paut W. Ascu- 

NER, New York, N. Y. Annals of Surgery, March, 1922. 
: The various forms of lung suppurations may be divided 
into: 

1. Bronchiectasis, a general disease of the bronchi in one 
or more lobes. 

2. Bronchiectatic abscess, a localized suppurative process 
in the course of a bronchus, and thus far observed only in 
post-tonsillectomy cases. 

3. Suppurative pneumonitis, a diffuse purulent process. 

4. Extrabronchial abscess, a localized purulent process. 

Certain interesting histological cl.anges have been ob- 
served by Aschner: 

I, Metaplasia in bronchial epithelium. 

2. Epithelial lining of bronchiectatic abscess and some 
smaller abscesses. 

3. Proliferation of smaller bronchioles and air passages 
Ts proliferation of the bile passages in portal cirr- 

Osis. 


Mediastinal Abscess. W. A. Bryan, Nashville, Tenn. 
The Journal of the Tennessee State Medical Assacia- 
tion, March, 1922. 

The rarity of mediastinal pathalogic conditions and the 
lack of importance attached to them can be realized by a 
cursory review of the subject. For surgical and diagnostic 
purposes, possibly also for pathologic reasons, it is neces- 
sary to consider mediastinal abscess, whatever may be the 
source, as anterior and posterior. There are also very good 
anatomic reasons for such division. 

The important factors in the diagnosis of this condition 
are the history, the general symptoms and signs, and x-ray 
demonstrations. 

First, a history of some of the conditions which may 
cause mediastinal abscess is all-important. Second, the gen- 
eral symptoms are those of septic intoxication, if the cause 
is septic, and are in no particular different from the general 
symptoms of sepsis, acute or chronic. Third, the predomi- 
nant local evidence of mediastinitis, suppurative or presup- 
purative, is pain. The pain is usually retrosternal and 
radiates to the posterior chest wall, either to the vertebral 
column or the scapulae, or to both. If the inflammatory pro- 
cess is in the posterior mediastinum, the spinal nerves may 
be so irritated as to cause pain in the anterior portion of the 
chest, and thus cause a confusing symptom, unless additional 
evidence is employed to locate the abscess. 

Local evidence of anterior mediastinitis may be found 
sometimes in sensitiveness to pressure on and slight dis- 
coloration of the skin over the sternum, with the presence 
of edema of the subcutaneous tissues covering it. Pulsating 
pain is not to be overlooked; it is due to the dilatation and 
contraction of the heart. This same action causes pulsation 
of the fluid, which can be discovered by touch, if the pus 
has burrowed through the chest wall or upward to the supra- 
sternal notch. Restlessness, dyspnea and anxiety may result 
from the pressure, and the heart may become irregular or 
the paradoxic pulse may be present. 

When untreated these abscesses sometimes disappear. It 
is probable that only those which are tuberculous disappear 
with any frequency by absorption. The more usual outcome 
is death, if the abscess fails to rupture. The channels of 
escape by rupture are perforation of the chest wall or into 
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the esophagus, the trachea, the pleural cavity or the pericar- 
dium. Recovery has been known to follow all these acci- 
dents. 

These cases are largely hopeless without surgery, and sur- 
gery is to be employed only when the primary disease and 
the genera! conditions are such as do not render the case in- 
curable. Anteriorly the operation required may vary from a 
simple incision and introduction of a tube into the perfora- 
tive opening between the ribs to excision of the ensiform 
cartilage and splitting the sternum full length to obtain en- 
trance to the mediastinum. Posteriorly drainage has to be 
accomplished by “costotransversectomy.” This plan of 
operation has given 19 cases of operative recovery in a group 


of 24. 


The Non-Operative Treatment of Chronic Empyema. 
Joun H. Grson, Philadelphia, Pa. The American 
Journal of the Medical Sciences, April, 1922. I 

Gibbon is enthusiastic concerning the treatment of chronic, 

as well as of acute, thoracic empyemata by sterilization with 

_ Dakin’s solution as opposed to simple free drainage and to 
thoracoplastic operations. 

The plan of treatment in the chronic case has been as 
follows: The capacity of the cavity is estimated by filling 
it, with the patient in such a position, that the mouth of the 
sinus is higher than all parts of the cavity; its exact posi- 
tion and shape have been determined by injecting bismuth 
in oil and taking stereoscopic roentgen-ray plates. When 
this has been done we know the position which the patient 
should occupy during the treatment in order to keep the 
Dakin’s solution in contact with every part of the cavity. 
This is one of the most important points in the treatment. 
The question of operation is now considered. In the 
absence of necrosis of the rib or the presence of a foreign 
body no operation has been found necessary, unless a dilata- 
tion of the old sinus may be considered an operation. It 
is only necessary to make the sinus large enough to accom- 
modate two or three Carrel tubes. Several cases have been 
cured with a single tube in the sinus. In the beginning of 
the treatment, if more than one tube is used, one of them 
is left open at the end or a catheter is used in order to 
permit a thorough washing out of the cavity once a day. 
The cavity is then kept filled with the solution, just enough 
being added every two hours during the day and every three 
hours during the night to keep it full. The tightness of the 
sinus around the tubes and the correct position of the patient 
should prevent the escape of the fluid. Unless care is given 
to the regular instillation of the fluid there is no use in 
trying this treatment, as failure will certainly be the result. 
With the apparent disappearance of pus, smears are taken 
from the depth of the cavity and from the sinus. When 
these smears are negative for three or four consecutive 
days the tube is withdrawn regardless of the size of the 
cavity, and the sinus and the skin about it kept sterile with 
iodin until closure takes place. I do not think it is neces- 
sary to close the wound and I am almost sure that it 1s 
better not to do so. The operation may cause the liberation 
of dormant organisms in the tissues about the mouth of the 
sinus which in turn may cause a reinfection. If the cavity 
and sinus are not sterile when the tube is removed, pus will 
soon be found again in the discharge and the tube can 
readily be reintroduced, If a reaccumulation of pus occurs 
after closure or after healing of the sinus, as certainly will 
occur in some cases, the tubes must be reinserted and the 
sterilization repeated. 

Concerning a complicating bronchial fistula, it sometimes 

heals even while the Dakin’s solution is being used. Unless 

the fistula is large and the cavity a very old one it will 
usually heal if the cavity is kept empty. It may be neces- 
sary in these to make a low opening in order to get drain- 
age. We often see these fistule heal after the drainage of 

a lung abscess. 

To summarize the cases reported by the author, two repre- 
sent cures after a number of months of home treatment, in 
one of which there was a bronchial fistula; a third case 
represents a failure so far, although closure has taken place 
twice; a fourth case represents a prompt sterilization with 
permanent closure, and a fifth case a cure. 


The Diagnosis and Treatment of Post-operative Ad. 
hesions by Means of Relaparotomy and Pneumo. 
Abdomen. (Uber den diagnostischen und therapey 
tischen Wert des Pneumoabdomen bei postoperative 
Verwachsungen nach Laparotomien.) Fetp. 
MANN, Diisseldorf. Zentralblatt fiir Gyndkologie, Feb- 
ruary 18, 1922, 

Adhesions of gut or omentum to the anterior or lateral 
abdominal wall can be diagnosed with certainty. Under 
local anesthesia a hollow needle is passed obliquely inward 
below and to the left of the navel. Two liters of oxygen 
are insufflated and the conditions examined through a fluoro. 
scopic screen. Adherent omentum or intestine appear as 
dense strand-like shadows in a clear space, 

Observation during laparotomy has shown that pneumo- 
abdomen causes hyperemia (without exudation) lasting for 
at least 62 hours. 

The consensus of opinion is that relaparotomy is regu- 
larly followed by reformation of adhesions in spite of the 
utmost care in peritonealizing. 

In two cases, one operated upon three times, the other 
twice before, relaparotomy, severing of adhesions and peri- 
tonealization were performed. When the peritoneal wound 
was closed a blunt trocar was sewn into it, and, after com- 
plete closure, two liters of oxygen were insufflated. Con- 
valescence was undisturbed except for some dyspnea. It 
required five days for the gas to be absorbed. This interval 
appears to have been sufficient to prevent reformation of 
adhesions. 


Observations on the Curability of Gastric Ulcer, with 
a Report of Fourteen Cases of Healed Lesser 
Curvature Ulcers. JosepH S. Diamonp, New York, 
N. Y. The American Journal of the Medical Sciences, 
April, 1922. 

A series of 14 cases of gastric ulcer is reported in which 
complete healing of the ulcer was obtained by medical treat- 
ment and has been maintained for periods up to four and a 
half years. The evidence for this healing is the following: 
absense of symptoms; disappearance of niche; passage of 
peristaltic waves. 

Can we regard these cases, three of which have been 
free from all symptoms for a period extending over four 
years, as permanently cured, or are these simply longer 
remissions such as one might see occurring in the life-history 
of any ulcer case—the so-called temporary cure? 

What constitutes a permanent cure? 

Can a peptic ulcer be permanently cured? 

Are we seeing but a phase in the life-history of the ulcer? 
Is the retrogression stage of the niche analogous to the 
remission stage of the ulcer when the symptoms abate for 
a shorter or longer period only to recrudesce after an ali- 
mentary debauche or other disturbing factors? Does heal- 
ing of the ulcer, which consists of filling in with granula- 
tions, scar formations, with retraction of its base so that the 
gastric surface becomes smoothened and no defect in the 
contour of the stomach is visualized? Does this process of 
regeneration take place during every so-called remission 
stage and may this break down again during the recrudescent 
period? Does the regeneration process go on only in those 
cases leading to permanent cures? Therein lies the entire 
key to the solution. If we can prove upon further observa- 
tion the reappearance of the niche in the same location as 
before, then we cannot hold these as permanent cures, but 
merely as an event in the process of breaking down and 
repair which goes on with fairlv definite regularity, occasion- 
ally seasonal, one event follov »g another in the life-history 
of the ulcer, However, the cases here reported have not s0 
far shown a reappearance of the niche. Repeated roent- 
genological examinations have failed to visualize the previ- 
ous or any other niche. While occasionally some of the 
cases have come back with slight gastric distress, these 
symptoms have passed over quickly, never resuming the 
course of the initial attack and never exhibiting the typical 
ulcer syndrome. Perhaps one might say that the gastric 
ulcer runs a course somewhat different than the duodenal 
ulcer. In the latter cases time and again the patients do 
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come back with a similar train of symptoms, necessitating 
the usual rest and a resumption of a restricted diet, often 
a new Lenhartz regimen. 

Clinically one might assume a cure when the patient has 
remained free from the symptoms for a period of several 
years, has gained in weight and has been on a liberal diet. 
Moynihan claims that even a lapse of three years would 
suffice to consider a case as permanently cured. One meets, 
however, incidentally with patients who give a clear ulcer 
history dating back many years with a long intervening 
period of remission. Diamond notes one case which gave 
an ulcer-history, thirty years ago, requiring medical atten- 
tion. Three other cases revealed, in spite of the absence 
of the niche, an increased irritability of the gastric muscula- 
ture, the stomach going into violently spasmodic contractions 
never seen in a normal state. 

One feels while examining these patients that they still 
retain a strong potentiality for gastric ulcer even though 
none be visualized during the reéxamination. 

We are therefore confronted with uncertainties and feel 
that a much longer period must elapse before considering 
these as permanently cured. 

Surgical Indications. Diamond believes that ulcer is a 
constitutional disease, and therefore gastric surgery can be 
employed only in the method analogous to the amputation 
of a leg in diabetic gangrene. It cannot obliterate the pri- 
mary etiological factor, but removes a diseased area, a local- 
ized pathological manifestation of a systemic condition; for 
how then can one explain the post-operative recurrence of 
such ulcers? Marginal ulcers were at first considered to 
be due to a persistent silk suture in the gastrojejunostomy 
stoma and later to trauma inflicted by clamps in the course 
of operatioa. This does not, however, exnlain the occur- 
rence of jejunal ulcers which may be an inch or more away 
from the point of anastomosis. Often a subsequent opera- 
tion of complete excision of the old anastomotic area and 
a new gastrojejunostomy results shortly in a recurrence of 
the previous picture. Such experiences can be multiplied 
in the annals of the most eminent surgeons. 

Surgery has its definite indications as follows: 

1. In acute perforations. 

_2. In chronic perforating ulcers in which a communica- 
tion of the lumen of the stomach with the neighboring tis- 
sues have been made, causing a senarate small gastric 
pouch or sac. These can easily be differentiated roentgen- 
ologically by the overhanging gas bubble. No attempt 
should be made to submit such cases to medical treatment, 
for no one can foretell when an acute perforation will super- 
vene; also where communication has been established with 
neighboring hollow viscera. 

3. In all chronically recurring bleeding ulcers. 

4. In hour-glass contractions where there is a tendency 
to narrowing of the connecting isthmus. 

5. In those cases in which repeated dietetic courses are 
required—which admit the failure of controlling the symp- 
toms by medical means. 

6. Too long a time must not be spent with medical treat- 
ment if symptoms do not abate. 


Observations Upon the Value of Resection of the 
Antrum in the Treatment of Peptic Ulcer. 
(Unsere Erfahrungen iiber den Wert der Antrumre- 
se'tion bei der Behandlung des Ulcus Pepticum.) 
Hans Lorenz and Heinrich Scuur, Vienna, Aus. 
Archiv fiir Klinische Chirurgie, Vol. 119, No. 1, 1922. 

_ Resection of the antrum, according to these observations, 
is the method of choice in the surgical treatment of peptic 
ulcer. The observations show that the method is valuable 
for the reduction of the acid content of the stomach, inas- 
much as the amount of acid demonstrable in the stomach 
after operation has close relationship with the extent of the 
removal of the antral portion of the stomach. 


Inflammatory Tumors of the Intestine. (Uber Entz- 
tindliche Geschwulste am Darm.) \V. Korte, Berlin, 
Germany. Archiv fiir klinische Chirurgie (Bier Fest- 
Schrift), Vol. 118, 1922. 
Orte reports 16 cases of inflammatory tumors of the 


colon. These tumors may involve any portion of the intes- 


tine. Six were of the cecum, 2 were of the small intestine, 
2 of the transverse colon, and the remainder were in the 


sigmoid flexure. In the latter. the cause unquestionably is a 


diverticulitis. These tumors were originally discovered by 
Braun in 1909. They were noted before this, but were con- 
fused with tuberculosis or syphilis. The tumors consist of 
pure granulation tissue and involve the intestinal wall. 
Sometimes the tumor is more prominent on the mucosal 
aspect, sometimes on the mesenteric. In the former, ulcera- 
tion may be present which is superficial and not extensive. 
Adhesions to surrounding structures are common. The 
cause is unknown. In four of Kérte’s cases there was a his- 
terv of annendicitis or a lesion of the appendix was found. 
KGrte believes that in certain instances the inflammatory 
tumor bears some relation to the apnendiceal involvement. 
In the other cases the cause was un'nown, excert. as ahbove- 
mentioned, when a diverticulitis is present. The malady 
simulates new growth closely, inasmuch as there are symp- 
toms of obstruction of the intestinal lumen and a mass is 
present. A pre-operative diagnosis is impossible, in K6rte’s 
oninion. In all cases resection was performed with com- 
plete cure However. instances have been renorted, by Moy- 
nihan and Robson, where such a tumor has disappeared after 
simple side-tracking of tne gut. The prognosis is excellent. 


Concerning Pneumatosis Cystoides Intestini. (Uber 
Pneumatosis cystoides intestini hominis.) 
Wanacn, Dorpat, Germany. Archiv fiir klinische 


Chirurgie, Vol 119, No. 1, 1022. 

The anatomical facts and the clinical phenomena of pneu- 
matosis cystoides intestini are well known hecause of old 
and new ohservations. The therapeutic possibilities are also 
known. No exact knowledge is. however, available con- 
cerning the etiology and the processes leading to this natho- 
logical condition. Much lieht will be probably be thrown 
on the subject by a knowledge of the chemical composition 
of the gas, the exact site of its formation and the manner in 
which it reaches the tissue spaces or lymph vessels of the 
intestinal wall. 


Infection of the Kidney; Some Present Day Consid- 
erations. Ww. C. Qurnsy, Boston, Mass. /nterna- 
tional Journal of Surgery, March, 1922. ; 

It has been generally appreciated that two outstanding 
and evident routes exist by which it is possible for infectious 
organisms to reach the kidney: the one by way of the blood 
stream, the other upward through the urinary passages. 

There are two ways by which one may conceive bacteria 
as reaching the kidney from the bladder: the first by way 
of the lymphatics, the second by way of the lumen of the 
tube. The first of these routes has never been satisfac- 
torily proven, although several experimental attempts have 
been made to do so. None of this work will bear careful 
criticism and, indeed, the very segmental character of the 
lymphatic system about the ureter, as determined by the 
anatomists, makes direct transportation of bacteria from 
bladder to kidney highly improbable. There remains the 
lumen of the ureter itself. Here the objection is immedi- 
ately raised that against the current of urine itself,.as well 
as against the contracting muscular peristalsis, bacteria 
have no sufficient power of motion to ascend. And, of 
course, this objection is entirely valid. It is pointed out 
that only in those instances where the ureterovesical valve 
has become incompetent and the ureter a dilated tube with 
indurated wall can there be any approach to conditions 
which would permit such ascent of bacteria. But that there 
is still another method of which portions of the fluid con- 
tents of the bladder may spontaneously reach the kidney, 
and that this has not received sufficient consideration either 
re the physiologist or clinician, viz., the so-called ureteral 
reflux. 

Quinby describes animal experiments by which various 
observers have demonstrated this reflux. 

Further work dealing with the conditions under which 
this reflux may be produced has been undertaken by Graves 
and, though not yet complete in all aspects, he has found 
that one essential is a sufficient degree of bladder tonus at 
the time the reflux occurs. It can never be produced in 
the presence of a flabby, relaxed bladder. This is in accord- 
ance also with the well-known fact that it is quite impos- 
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sible to force fluid up the ureter in the flaccid bladder of the 
cadaver. A second fact which Graves has determined is 
that while the reflux occurs at widely differing degrees of 
intravesical pressure, a quick elevation of this pressure 
is more potent in the production of the reflux than a slow 
one. This is suggestive of the pressure alteration which 
occurs during the normal act of urination. 

It becomes of immediate interest to determine whether 
this reflux is a phenomenon entirely confined to such labor- 
atory animals as the rabbit and dog; or whether it can be 
produced or observed to occur spontaneously in man, Quin- 
by has, therebore, been attempting to produce the reflux 
in suitable patients by introducing into the bladder a solu- 
tion of bromide of sodium while observing at the same 
time the ureters by means of the fluoroscope. In somewhat 
over half the observations it has been possible to see a 
column of opaque solution suddenly penetrate either one or 
both ureters. Indeed, this result was to have been expected 
from the evidence brought forth in a series of cystograms 
published by Kretschmer in 1916. 

Does clinical experience bring any evidence which makes 
the activity of the reflux a fair presumption? 

Two occurrences stand out immediately. The first is 
the so-called catheter or urethral chill. Here a short time 
following the passage of an instrument into the bladder there 
occurs a rigor which may or may not be succeeded by in- 
fection of the kidney of a degree and form usually de- 
scribed as a pyelitis. The rigor doubtless represents the 
response of the body to the introduction into the circula- 
tion of foreign material. Therefore, it has been assumed 
that a lesion of the mucous membrane has been caused, 
presumably in the deep urethra, through which bacteria 
gain entrance into the blood stream. This assumption has 
always seemed highly improbable because the reaction occurs 
too quickly and directly after the passage of the instrument, 
and also because this manipulation is frequently performed 
without the least indication of trauma being caused as 
evidenced by either pain or bleeding at the time. A far 
better explanation of the catheter chill is found by assuming 
that a bladder, for some reason more irritable and hyper- 
tonic than normal, has been stimulated to contract suddenly 
by the passage of the instrument, and a reflux of a portion 
of its infected contents upward to the kidney thus brought 
to pass, 

There is a second clinical phenomenon which can be 
logically explained by the operation of this ureteral reflux. 
During the convalescence following prostatectomy the pa- 
tient occasionally suffers a sharp rise of temperature often 
lasting but a day, sometimes accompanied by a definite chill, 
occurring a considerable time after operation, and following 
a period of entirely normal temperature. Examination may 
show tenderness in one or the other loin over the kidney. 
This evident infection of the kidney, usually mild and tran- 
sient, occurs just after the suprapubic wound has healed 
to a sufficient extent so that urination per urethram has 
taken place for the first time since the operation. 
Concerning the treatment of renal infections in general: 
Our strongest weapon is water, by the diuretic action of 
which the kidney is enabled to rid itself of the infecting 
organism. Water should be considered as a medicine or 
drug and as de:inite orders given concerning its administra- 
tion as would be given in the case of morphia. The amount 
which should be administered must reach 3,500 to 4,000 c.c. 
in twenty-four hours. In the patient in whom infection of 
the kidney is acute and prostrating and causing a definite 
lowering of renal function, there will frequently be found 
an irritability of the stomach and intestine which will pre- 
vent the administration of this entire amount of water by 
mouth, One must then resort to administration by rectum 
or, better still, by hypodermatoclysis. On this must be our 
chief reliance. The only drugs which have proved of any 
value at all are salol and hexamethylenamine, and either of 
these is at best but feeble. We still use them today more 
from habit and with the thought that they can do no harm, 
rather than because of any firm belief in their antiseptic 
value. Vaccines are of no value whatever. The removal 
of the primary source of infection, the one to which that 


in the kidney is secondary, is, of course, a very important 
matter, whether this be found in the urinary tract itself, 
or at some distant region of the body. The local treatment 
of renal infections by injection of solutions into the renal 
pelvis is very important. 


The Non-Operative Treatment of Ureteral Calculus, 
Leo Buercer, New York, N. Y. Medical Record, 
April 1, 1922. 

Cystoscopic intervention is advisable in almost all cases 
of ureteral stone within a short period after the stone has 
found lodgment in the ureter in its descent from the kidney, 

To accept the dictum that calculi one centimeter or more 
in diameter, even to a diameter of two centimeters, are often 
expelled spontaneously by Nature, is a generalization that 
it fraught with considerable danger to the individual case, 
although true in many instances, So many are the compli- 
cations in the ureter and kidney, and so great is the danger 
of impaction and local growth of the calculus, that many 
of the cases in which ureterotomy or some renal operation 
has become necessary would have escaped either one or both 
of these procedures by the timely application of cystoscopic 
methods. 

Treatment with the ureter catheter should be given s 
as to prevent chronic hydronephrosis, both by emptying and 
dilating the ureteral channel, even if this does not move 
the ureter calculus. 

In every instance of positive calculus obstruction demon- 
strable either with the x-ray or with the cystoscope, cysto- 
scopic treatment is in order, unless the stone is immediately 
passed (within 24 to 72 hours.) 

Attacks of pain are usually an indication of retention of 
urine. 

Continuous pain usually indicates complete retention. 

The absence of pain after one or more attacks of ureter 
colic does not imply the absence of renal distension, for 
chronic distension may exist with rare attacks of exacerba- 
tions, the latter manifestations being the only ones that 
arouse the interest of the patient. 

Treatment should be given in the free interval, particu- 
larly if data are at hand that suggest that retention is 
present. 

The author describes the technic of dislodging and remov- 
ing stones in the ureter by means of ureter catheters. 


Recurrences of Hernia. Hurtey R. Owen, Philadelphia, 
Pa. Pennsylvania Medical Journal, April, 1922. 

The statistics given in surgical books on the subject of 
recurrence of hernia vary to such extent that they are mis- 
leading and ambiguous, especially to the student. 

The most important point in these statistics is the failure 
to differentiate direct hernia from indirect—a distinction 
which is not sufficiently emphasized to students, especially 
regarding the prognosis of operation for the two conditions, 

As Bennett states: “An indirect hernia properly treated 
should not recur. A direct hernia, no matter how well 
operated, may recur.” 

Cases for herniorraphy should be properly selected. The 
older the patient the greater is the chance for recurrence. 

Some individuals are younger than others at 50 years of 
age, but it is believed that if a truss can be satisfactorily 
worn, especially if the hernia is a direct one, it is better not 
to advise operation in those over 50 years of age, unless 
there is some special indication for operation. There are 
many surgeons who will criticize this statement. 

Patients suffering with hernia should be more thoroughly 
studied before operation. It should be noted in the history 
whether the hernia is direct, indirect, or saddlebag; also the 
condition of the muscles, and especially the strength of the 
conjoined tendon. : 

In many cases of hernia complicated with strangulation, 
pulmonary complication, pregnancy, etc., local anesthesia 
is the method of choice. For routine herniorraphies nitrous 
oxid gas and ether should be used. Operation for strangt- 
lation, whether the operation is performed under local of 
general anesthesia, should not show a higher percentage of 
recurrence, provided drainage is not necessary, and 
wound does not suppurate. : 

There can be no one operation for hernia, direct, indirect, 
or recurrent. ‘ 
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The operation should be performed by cutting with scalpel 
and scissors and not by tearing rior stripping with gauze. 
The same gentleness in handling tissues should be used when 
a patient is under a general anesthesia as must be used when 
operating under local anesthesia, 

Hemostasis must be absolute. 
cause of recurrence. 

The ilio-inguinal and the iliohypogastric nerves must 
neither be cut nor caught in suture. 

Unless the sac of a direct hernia is large, it is probably 
better not to open it, but to invaginate it with its covering 
of preperitoneal fat, and to place a few stitches in the base 
to prevent pressure on the suture line during healing. This 
will also obviate the danger of opening into the bladder in 
this type of hernia. 

The necessity for excision of the veins of the cord is an- 
other disputed question. It would seem that excision of the 
cord lessens the likelihood of recurrence, but is followed by 
hydrocele in almost 20 per cent of the cases. There is also 
distinct danger of atrophy of the testicle of the operated side. 
The less one handles the cord the less the post-operative 
pain, and the less the chance of infection. 

The transplantation of the cord and the reconstruction of 
the canal are steps of individual choice. Owen usually 
transplants the cord in adults whether the hernia is direct 
or indirect. It must be remembered that “The reconstruc- 
tion of the canal is more necessary as a prophylactic measure 
against the future occurrence of a direct hernia than as a 
provision against the recurrence of the condition operated 
upon. 

Until two years ago, Owen frequently transplanted the 
rectus muscle in cases of direct hernia, but at present in the 
same type of cases, especially those in which the conjoined 
tendon is obliterated, he transplants the sheath of the rectus 
and not the muscle. When the muscle is transplanted its 
normal traction or pull is out of normal alignment. The 
fibers of the muscle become separated when sutured to the 
lower end of Poupart’s ligament. Traction on Poupart’s 
ligament, especially if the rectus muscle is transplanted, 
“al enlarge the femoral ring and predispose to femoral 
ernia. 

Regarding suture material, nearly all surgeons now use 
absorbable sutures—usually No. 2 chromic for muscle and 
fascia. A few surgeons still use silk. 

After completion of the operation it is of paramount 

importance to apply a firm spica of the groin; a double 
spica gives better support even though the operation has 
been confined to one side. This bandage should be applied 
before the patient is lifted from the table, and should remain 
in place until the stitches are removed. The scrotum is 
held in elevation by a strip of adhesive running across the 
thighs or by a suspensory bandage. 
_ Many recurrences are due to the fact that the patient 
is allowed out of bed too soon after operation. Owen 
keeps all adults in bed at least 18 days, and if the herniorr- 
haphy is bilateral, or if the hernia was large and direct, he 
keeps the patient in bed 21 days. Children may be allowed 
out of bed in “10 to 12 days. 

Recurrence may occur if a man is allowed to resume 

laborious work too soon after operation. 
_ Should a bandage or belt be ordered for a patient follow- 
ing herniorrhaphy? Owen does not make it a rule to order 
a belt if the patient is young, muscular and not inclined to 
adiposity, hut does order a belt for an elderly person or for 
one who has a large pendulous abdomen. A truss should 
never be worn following a herniorrhaphy. 


Influencing Climacteric Disturbances by Means of 
Hypnotism. (Die beinflussung der sogenannten Aus- 
fallserscheinungen durch Hypnose.) P. Wo.r, Darm- 
stadt. Zentralblatt fiir Gynaé?ologie, February 18, 1922. 

A patient, 34 years of age, after roentgen-ray castration 
suffered intolerably from headache, flushes, sweats, palpi- 
tation, dizziness and fainting spells. Ovarian therapy, hy- 
gienic measures, bromides, venesection proved fruitless, The 
author finally induced hypnosis and during profound sleep 

Suggested that the flushes had disappeared. By post-hypnotic 

Suggestion with occasional hypnosis cure was rapidly attained. 

_ the curative action of hypnotism favors a psychoneurotic 

disturbance rather than an ovarian deficiency as basis for 

the trouble. 


Infection is a favorable 


The Extraction of Non-Magnetic Foreign Bodies 
from the Anterior Chamber of the Eye. Witiiam 
F. O’Retmty, Lynn, Mass, Boston Medical and Sur- 
gical Journal, March 30, 1922. 

A two-inch strand of horsehair, fine or coarse as condi- 
tions may indicate, is looped and the free ends inserted into 
an ordinary dental broach holder. The loop of hair is 
sized and moulded and bent to suit the individual case. 
The usual low non-posterior lip keratotomy is made nearest 
the foreign body. The incision should be small, just enab- 
ling the loop to enter the chamber (loop contracts in incis- 
ion, expanding after entrance into chamber and chamber 
does not empty) and loop passed over foreign body, en- 
circling it. The distal end of the loop is depressed and the 
foreign body gradually drawn toward corneal opening. 
Several engagements of the body by the loop may be neces- 
sary before the body reaches the chamber angle. It may 
be drawn out immediately, or if large or irregular or rough, 
incision may be enlarged and the object looped again from 
its position at angle. Ofttimes a little flow of aqueous 
humor aids the procedure, Irregular and rough bodies en- 
gaged in the iris and tilted toward or away from the en- 
trance incision may be pushed or pulled from their anchorage 
before or after looping, respectively. Objects more firmly 
imbedded may be pried out by bending or fashioning distal 
portion of the loop as conditions demand. In short, the 
instrument is made and remade to suit the case and the 
conditions that arise in the extraction of the foreign body. 
Slight losses of aqueous occasioned by repeated insertions 
are readily remade in the intervals. Aseptic procedure, 
cocain anesthesia, usual post-operative measures, are used. 


The advantages of this comparatively simple operation are: 


1. Ability to work in filled anterior chamber. 
_ 2. No disturbance of anterior limiting layer of cells of 
iris. 

3. No entanglement of iris. 

4. Absence of operative hemorrhage. 

5. Minimum post-operative reaction. 

6. No undue pressure on intraocular contents. 

7. An inexpensive adaptable instrument. 


Exophthalmic Goiter: The Problem of Recovery. 
rere Bram, Philadelphia, Pa. Medical Record, April 
1922. 

The low operative mortality rate in exophthalmic goiter, in 
perfectly appointed clinics, is surgically fortunate. Clinically, 
Bram says, it is unfortunate, in that its coercive influence 
causes hopeful patients and many hopeful busy practitioners 
to put a blind faith in the knife as a remedial measure in 
this disease. Improvement in surgical technic and lowering 
of operative mortality rate are not ,per se good reasons for 
operating. The rationale of thyroidectomy should not be 
based upon the fact that only two or three in a hundred 
die of the operation. It is not justified even if many patients 
surviving operation are improved, if this amelioration of 
symptoms is incomplete and temporary. The patient right- 
fully expects but one result for the risk undergone and the 
resulting scar, and that is, an unequivocal cure—a complete, 
permanent, subjective and objective restoration to health, 
happiness, and utility. Surgery does not produce this result 
in exophthalmic goiter. Moreover, the mortality rate, were 
a broadcast average taken, is still genuinely high. Thy- 
roidectomy of the hyperplastic thyroid is replete with peril, 
and is one of the most difficult and dangerous of surgical 
procedures, the average mortality rate of which is consid- 
erably in excess of 10 per cent. 

The properly equipped internist, after eliminating those 
patients who are moribund, the insane, and the noncoopera- 
tive, all of whom constitute approximately 10 per cent. of 
patients who apply for treatment, should obtain close to 100 
per cent. of cures. 

Skull Plastics. (Uber Kranioplastic.) Maxoto Sarto, 
Nagoya. Archiv fiir klinische Chirurgie, Vol. 119, No. 
I, 1922. 

Two cases of cranial defect were treated by bone trans- 
plantation operations in which use was made of the scapula 
as a graft. The flat surface of the iatter lends itself par- 
ticularly for the indicated purpose and the operation can 
be done in local anesthesia. No functional disturbance fol- 
lows because of the operation on the scapula. 
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Book Reviews 


The Evolution of Modern Medicine. A Series of Lec- 
tures delivered at Yale University on the Silliman 
Foundation in April, 1913. By Sr Witt1am Oster, 
Bart., M.D., F. RS. Imperial octavo; 243 pages; 107 
illustrations. New Haven: Yate University Press; 
London: Oxrorp University Press, 1921. 

We are fortunate in having at last. in permanent form, 
these posthumously printed lectures on the evolution of medi- 
cine, delivered by Osler almost a decade ago. He had not 
completed their proof-reading and editing when the out- 
break of the World War. and soon thereafter the death of 
. his son in action, drew him to other work and other moods. 
The editorial tas’: has been reverently completed by his 
friends, Fie'ding H Garrison. Harvey Cushing, Edward C. 
Streeter, all learned in medical history, and latterly by Leon- 
ard L. Mackall, of Savannah, Ga. by whom the references 
and citations were carefully verified. 

The lectures make delightful reading. They breathe the 
broad scholarship, the humanism, the scientific spirit of him 
whom Garrison calls. in the preface, “the best-balanced, best 
equipned, most sagacious and most lovable of all modern 
physicians.” They are fairly characteristic of his delightful 
style and literary elegance. Written for a lay audience— 
whom they must have inspired with the high purpose of 
medicine, the beneficence which it has brought and is yet 
to bring to man‘ind—these lectures are even more valuable 
to the medical student as a survey of the evolution of mod- 
ern medicine, a brief history of its development. Osler him- 
self privately described these lectures as “an aeroplane flight 
over the progress of medicine through the ages.” Garrison 
more accurately says of them: “They are. in effect, a sween- 
ing panoramic survey of the whole vast field. covering wide 
— at a rapid pace, yet with an extraordinary variety of 

etail.’ 

As Osler himself says (page 219), “History is the biogra- 
phy of the mind of man, and its educational value is in di- 
rect proportion to the completeness of cur study of the in- 
dividuals through whom this mind has been manifested.” 
These historical lectures are thus studies of individuals who 
have been “epoch-makers” in the evolution of medicine from 
mvsticism and magic through empiricism, anatomical studies, 
clinical ohservations, inquiries into etiology, to prevention, 
and thus the lectures cover six chanters: Tntroduction, Greek 
Medicine, Mediaevel Medicine, The Renaissance and the 
Rise of Anatomy and Physiology, The Rise and Develop- 
ment of Modern Medicine. and The Rise of Preventive Med- 
icine. They abound in bibliographic references and citations, 
are heautifully printed, and enriched with illustrations, many 
a to readers of medical history, but some of them 
unusual. 


Gynecology for Students and Practitioners. By 
Tromas Watts Even, M.D, F.RCS. (Ed), F.R.C.P. 
(Major RA.M.C.), Obstetric Physician, Charing Cross 
Hospital; Joint Lecturer in Obstetrics and Gynecology, 
Charing Cross Hospital Medical School; Surgeon, 
Chelsea Hospital for Women; Consulting Physician, 
Queen Charlotte’s Lying-in Hospital; Late Examiner 
to the Universities of Oxford and Leeds, to the Royal 
College of Physicians and Surgeons, and to the War 
Office. and Curnpert Lockyer, M.D., B.S., F.RCS., 
F.RCP., Obstetric Physician to Out-Patients, Char- 
ing Cross Hospital; Joint Lecturer in Obstetrics and 
Gynecology, and Lecturer in Practical Obstetrics, Char- 
ing Cross Hospital Medical School; Surgeon to In-Pa- 
tients, Samaritan Free Hospital for Women; Senior 
Obstetric Physician, Great Northern Central Hospital ; 
Examiner to the Royal Colleges of Physicians and Sur- 
geons; Late Examiner to the Universities of London 
and Sheffield. Octavo; 928 pages; 513 illustrations and 
21 colored plates. New York: THe Macmmtan Co., 
1920. 

This volume may be considered an epitome of the large 
three-volume set edited by the same authors. The book has 
lost but little during the process of compression and has 


‘Notes on Dental Surgery and Pathology. 


gained greatly in unity and clearness. The cooperation of a 
clinician and a pathologist in this instance has proved most 
fortunate. 

The illustrations, both of gross conditions and micro- 
scopic specimens, are numerous and excellent. The colored 
plates, similar to those of the three-volume series are beau- 
tiful but must add unduly to the cost of the book without 
adequate compensation from the student's point of view. 

Eden and Lockyer’s book may be considered as express- 
ing the best of English practice. Their exposition and 
methods differ only very little from those current in this 
country. 

A few details with which the reviewer desires to take 
issue may be mentioned. Lutein cells are classed as of con- 
nective tissue origin. The great majority of pathologists 
now class lutein cells as epithelial derivatives. Ectopic 
pregnancy is classed as a “disorder of function.” Curetting 
for subinvolution, sometimes twice, hardly seems justified 
in the present day. A non-gonorrheal origin of condylo- 
mata acuminata is not mentioned. Irrigation of the uterus 
for gonorrheal endometritis is advised! Conceptional 
syphilis, signifying that the infection is carried by the 
sperma to the ovum, is described. Modern views make di- 
rect, though unnoticed maternal infection more likely. 
Mixed teratoid tumors are not differentiated from sarcomata 
of the uterus. The use of a “tent” to produce cervical dila- 
tation is antiquated and considered dangerous practice in 
this country. 

The book is most readable and instructive, far above the 
quality of the usual manual for students and practitioners. 
The section on operations is concise but adequate and excel- 
lently illustrated. The operation for cure of cystocele is 
good. Gilliam’s operation is used for retroflexion. 


Neoplastic Diseases. A Treatise on Tumors. By James 
Ewinc, A.M., M.D. ScD., Professor of Pathology, 
Cornell University Medical College. New York City; 
Pathologist to the Memorial Hospital. Second Edition. 
Large octavo; 1053 pages; 514 illustrations. Philadel- 
phia and London: W. B. Saunpers Company, 1092I. 

The fact that a new edition of this book was necessary 
within two years spea‘s for itself. The text shows exten- 
sive revision and the literature of the last two years has 
been included. The chapters on bone tumors and on neuro- 
fibromatosis have been recast. Thirty-three new illustrations 
have been added. 

A study of the text renews the opinion we expressed in 
our review of the first edition, namely that this work is one 
of the most valuable acquisitions to medical literature that 
has appeared in recent years, and one of which American 
science may well be proud. 


Les Occlusions Aigués et Subaigués de 1’Intestin. 
Par A—C. Gumiaume. Duodecimo; 304 pages; 2! 
figures. Paris: Masson ET 1022. 

This small French monograph is a clinical and expert 
mental study of the various types of acute and subacute in- 
testinal obstruction, their etiology, mechanism, symptomol- 
ogy, diagnosis and treatment. Post-operative ileus is dis- 
cussed at some length. 


The Surgical Clinics of North America. Volume 2, 

Number 1. Philadelphia Number. Octavo; 331 pages; 

145 illustrations. Philadelphia and London: W. B. 

Saunpvers Co., 1922. f 
-In this number the clinics are again from Philadelp 
and include many of its representative surgeons. They 
cover a wide range of interesting surgical cases present 
at the clinics of Deaver, DaCosta, Ashhurst, Frazier, At- 
spach, Muller, Jopson, Davis, Pfeiffer, Skillern, Keene, Dor- 
ance, and Brainsfield, Jones, Piper and Rodman. 


By T. W. 
. Wiwpowson, Licentiate in Dental Surgery of the Royal 
College of Surgeons, England; Late House Dental Sut- 
geon to the Liverpool Dental Hospital. Second Ed 
tion. Octavo; 274 pages; 131 illustrations. New York: 
Woop & Co., 1922, 

This second edition contains some new matter and new 
illustrations. An elementary work, it nevertheless contains 
within its small compass a vast amount of information 1 
—— to physicians in general, but useful chiefly for 

entists. 
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